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SLEEP THAT MAKES THE DARKNESS BRIEF 


(Secobarbital Sodium, Lilly) 


rapid action, short duration— patient awakens refreshed 


In 1/2, 3/4, and 1 1/2-grain pulvules 


EL! LILLY AND COMPANY ¢ INDIANAPOLIS 6, INDIANA, U.S. A. 
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patient is in 


acute distress 
from 


waterlogging... 


“Meralluride sodium solution 
(MERCUHYDRIN ) in 1 to 2 cc. doses 
intramuscularly has been very 
effective and is not painful.”* In acute 
congestive failure, MERCUHYDRIN 
characteristically curbs tissue 
inundation and relieves dyspnea, 
orthopnea and cardiac asthma. 
Ampuls of 1 cc., 2 cc., and 10 cc. vials. 

*Stead, E. A., Jr., in Cecil, R. L., and 
Loeb, R. F.:: Textbook of Medicine, ed. 8, 


Philadelphia, W. B. Saunders Co., 
1951, p. 1065. 


(meralluride injection U.S.P) 


We LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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June, 1954 


ADVERTISEMENTS 


A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long leaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

ae facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of perscnality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


Are 


ATTENTION 
Residents — Internes 


You Contemplating Entering Private Practice Soon? 


WE CAN EQUIP YOUR OFFICE COMPLETE. 


THE FOLLOWING CN DISPLAY .. . 
CONSULTATION ROOM FURNITURE DIAGNOSTIC EQUIPMENT 


EXAMINING & 
SHORT WAVE 


SCIENTIFIC EQUIPMENT FRACTURE EQUIPMENT 


We invite 


PERSONNEL help you make your selection, SEE what you BUY, 
BEFORE you BUY IT. 


VISIT US 
TELEPHONE if 


Complete Stocks of HAMILTON, NU-TONE, NU-TREND and 


STEELTONE. 


TREATMENT LABORATORY SUPPLIES 
DIATHERMY SURGICAL INSTRUMENTS 


you to our stores. Let our SPECIALLY TRAINED 


AT YOUR CONVENIENCE. WRITE, WIRE or 
you desire NIGHT or WEEKEND APPOINTMENT. 


We SERVICE what we SELL. Terms to suit everyone 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 


119 East 7th Street 


Charlotte, N. C. 421 West Smith St. 


I 
Greensboro, N. C. 
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ACCORDING 
TO YOUR 
POINT OF VIEW 


OR 


POSITION IN 
LIFE 


IS EVERYTHING! 


Hospital Saving’s position 
in North Carolina life is 
almost everything that 
could be hoped for, ac- 
cording to the point of 
view of doctors and 
nearly 500,000 Tar Heels. 
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ACHROMYC 


Tetracyeline HC! Lederle 


Hydrochloride 


one 
; 


Acuromyc, a new broad spectrum 
antibiotic, has proved its effectiveness in 
clinical trials among all age groups, and has 
definitely fewer side reactions associated 
with its use. 

ACHROMYCIN maintains effective potency 
for a full 24 hours in solution, and provides 


SPERSOIDS* 
Dispersible 
Powder 


CAPSULES 


LEDERLE LABORATORIES DIVISION amenicaw 


50 mg. per 
teaspoonful 
(3.0 Gm.) 


id company PEARL RIVER, N. Y. 


rapid diffusion in tissues and body fluids. 
ACHROMYCIN is effective against beta 
hemolytic streptococcic infections, E. coli 
infections, meningococcic, staphylococcic, 
pneumococcic and gonococcic infections, 
acute bronchitis and bronchiolitis, and 
certain mixed infections. 
00 mg 


5 
IN'TRAVENOUS 250 mg. 
100 mg. 


Lederle 


*Reg. U.S. Pat. Off. 


me. 
100 mg. f 
50 mg. \ 
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3:15—Disintegration Test begins in actual stomach fluids (pH 2,7). 
Beaker at left contains ordinary enteric-coated erythromycin. At right is 
new Film ERYTHROCIN Stearate (Erythromycin Stearate, Abbott) 
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EDISINTEGRATES FASTER THAN ENTERIC COATING 


SHIGH BLOOD CONCENTRATIONS WITHIN 2 HOURS 


3:20—Five minutes later, Film Sealed coating has already 
started to disintegrate. The tissue-thin film actually begins 
to dissolve within 30 seconds after patient swallows tablet. 


3:45—Now the Film Sealed tablet mushrooms out with all of 
the drug available for absorption. Note that enteric-coated 
tablet is still intact. Tests show that the new Stearate form 
definitely protects EryTHRrociN against gastric acids. 


*pat. applied for 


3:30—Film Sealing is now completely dissolved. At this stage, 
EnytTuHrocin is ready to be absorbed, and ready to destroy 
sensitive cocci—even those resistant to most other antibiotics, 


4:00— Because of Film Sealing (marketed only by Abbott) the 
drug is released faster, absorbed sooner. In the body, effective 


Ernyturocin blood levels now appear in less 
than 2 hours (instead of 4-6 hours as before). Obbott 
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eate the blow when 
you Aay...No 


— gives a zestful “salty” flavor to the 
sodium-restricted diet — helps to keep the patient on the 


salt-free regimen by making meals tasty. 


Neocurtasal may be used wherever sodium restriction is indicated — 
it is completely sodium-free. May be used like ordinary table salt — added 


to foods during or before cooking or used to season foods at the table, 


WINTHROP 


Neocurtasal 


“...trustworthy non-sodium containing salt substitute’ 
supplied in 2 oz. shakers 


and 8 oz. bottles. 


Write for pad of diet sheets. 


1. Heller, E. M.: The Treatment of Essential 
Hypertension. Canad. Med. Assn. 
Jour., 61:293, Sept., 1949. 


WINTHROP-STEARNS INC. 


Neocurtasal, trademerk reg. U.S. & Canada NEW YORK 18, N.Y. © WINDSOR, ONT, 
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Physiological test 


compares 


To compare the efficiency of various 
filters as they affect physiological re- 
sponses in the cigarette smoker, drop 
in surface skin temperature at the last 
phalanx was measured. 


Using well-established procedures, 
the subject smoked conventional filter 
cigarettes and the new KENT with 
the exclusive Micronite Filter. 


For every other filter cigarette, the 
drop in temperature averaged over 6 
degrees. For KENT’s Micronite Filter, 
there was no appreciable drop. 


These findings confirm the results of 
other scientific measurements that 
show these facts: 1) KENT’s Micronite 
Filter takes out far more nicotine and 


“Micronite” Filter with other cigarette filters 


tars than any other cigarette, old or 
new. 2) Ordinary cotton, cellulose or 
crepe paper filters remove a small but 
ineffective amount of nicotine and tars. 


Thus KENT, with the first filter that 
really works, gives the one smoker out 
of every three who is susceptible to 
nicotine and tars the protection he 
needs . . . while offering the satisfac- 
tion he expects of fine tobacco. 


For these reasons, smokers have 
made the new KENT the most popular 
new brand of cigarette to be introduced 
in the last 20 years. 

If you have yet to try the new KENT 
with the exclusive Micronite Filter, may 
we suggest you do so soon? 


“KENT” AND “MICRONITE” 
ARE REGISTERED TRADEMARKS 
OF P. LORILLARD COMPANY 
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ADVERTISEMENTS 


Makes intractable asthma tractable 


(HYDROCORTISONE, MERCK) 


IMPRESSIVE RESULTS: A recent review! emphasizes 
that hormonal therapy has provided either marked or 
complete control of symptoms in approximately 85 per 
cent of patients with refractory acute bronchial asthma, 


In the treatment of such patients, HYDROCORTONE 
offers significant advantages. It is a principal adreno- 
cortical steroid and considerably more potent than 
cortisone. Published reports indicate that unwanted 
physiologic effects are less likely to arise with smaller 


but equally effective doses of Hyprocortone. This is 
particularly advantageous in the long-term manage- 
ment of certain asthmatics who can be maintained 
symptom-free on low dosage therapy. 

1. Thorn, G. W., et al., New England J. Med. 248:632, 
April 9, 1953. 

SUPPLIED: ORAL—Hyprocortone Tablets: 20 mg., 
bottles of 25 tablets; 10 mg., bottles of 50 and 100 
tablets; 5 mg., bottles of 50 tablets. 


All HYDROCORTONE Tablets are oval-shaped and carry this trade-mark: 
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ADVERTISEMENTS June, 1954 


accuracy every time 


BRAND 


for detection of urine-sugar 


“Both Clinitest and Benedict’s qualitative test are 
completely accurate when properly performed.” 


but 


“ ,,there are fewer 
sources of error with 
Clinitest,”» 


and 


“The routine Benedict 
test...is seldom well 
performed because of 
the difficulties of accu- 
rate measurement of 
reagent and urine and 
because of the practical 
difficulties of uniform 
heating; the much sim- 
pler and more readily 
standardized tablet test 

is to be preferred...” 


1, Cook, M. H.; Free, A. H., and Giordano, A. S.: Am. J. M. Technol. 19:283, 1953, 
2. Gray, C. H., and Millar, H. R.: Brit. M. J. 4824:1361 (June 20) 1953. 


Ames Diagnostics~Adjuncts in clinical management 


AMES 


COMPANY, INC « ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 
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| APRESOLINE REDUCES DIASTOLIC PRESSURE 
Diastolic pressure reduced to level ° S 
: considered normal in one-quarter and to ~ : 
: 110 mm. Hg or less in one-third of 97 | m:.,. 
patients receiving oral Apresoline for periods 
2 
ranging from 3 months to 1 year or longer;! 
hypertension in which neurogenic or oe 7 
psychogenic mechanisms predominated m 
most improved; patients with severe as well > ; 
as moderate hypertension benefited. m 
APRESOLINE LESSENS RETINAL 
ARTERIOLAR CONSTRICTION, 


RETINAL HEMORRHAGES * 


Lessening of retinal arteriolar constriction; 
disappearance of retinal hemorrhages; 


remittance of hypertensive headaches, 
giddiness, paresthesias, transient pareses, 
and encephalopathies; some 

evidence of improved mental alacrity. 


APRESOLINE INCREASES RENAL BLOOD FLOW 

Renal improvement less marked than cerebral improvement, but renal blood flow 
and filtration rate increased and hematuria and proteinuria remitted in some 
cases; hypertensive heart disease little improved and, in some cases, worsened. 


Side Effects: Side effects ‘minor, transient, or remediable”’ in most cases. 


Headache, gastrointestinal upset, periorbital and ankle edema, and a “‘grippe-like 


3AILO3443 


syndrome’’—involving malaise and muscle and joint pain (see note )—observed. 


lane 


NOTE: Appearance of arthritis-like symptoms during Apresoline therapy is an indication for cessation of treatment. 
Experience has shown that the phenomenon remits spontaneously on withdrawal of the drug. These symp- 
toms are not likely to occur in patients who receive a daily dose of 400 mg. or less. 


FOR COMPLETE INFORMATION on Apresoline ask your CIBA representative or write Medical Service Division, 
ps ciBA Pharmaceutical Products, Inc., Summit, N. J. SUPPLIED: Apresoline hydrochloride (hydralazine 
: hydrochloride C1BA) 10-mg. tablets (yellow, double-scored), 25-mg. tablets (blue, coated), and 50-mg. 
tablets (pink, coated) in bottles of 100, 500, and 1000; 100-mg. tablets (orange, coated) in bottles of 
100 and 1000. 


1. TAYLOR, R. D., DUSTAN, H. P., CORCORAN, A. C., AND PAGE, 1. H.: ARCH. INT. MEO, 90:734 (DEC.) 1952 
#THE NORMAL FUNDUS (RIGHT) AS COMPARED WITH THE FUNDUS IN HYPERTENSION SHOWING EDEMA, EXUDATES, ANO HEMORRHAGES (LEFT); i 
ILLUSTRATIONS FROM ‘THE FUNOUS OF THE EVE’: BEDELL, A. J.: CIBA CLINICAL SYMPOSIA 4:135 (JULY) 1952. THESE ILLUSTRATIONS ARE 


FOR DEMONSTRATION PURPOSES ONLY AND OO NOT REPRESENT APRESOLINE-TREATED PATIENTS. 
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ALLEVIATES HAY FEVER, OTHER RESPIRATORY ALLERGIES 
The above photos show a case of allergic rhinitls before and 
after Pyribenzamine therapy. Many such cases have been 
reported in the literature. A few examples: Loveless and Dworin! 
found Pyribenzamine beneficial in 82% of 107 patients; 
Feinberg? noted relief in 82% of 254 cases; Gay and associates* 
in 76% of 51 cases; Arbesman and colleagues! in 84% of 

106 cases. In a later study Arkesman® rated Pyribenzamine one 
of ‘‘the most effective of all the drugs studied in allergic 
rhinitis... Side effects: It has been stated that ‘undesirable 
symptoms from the use of 50 to 100 mg. doses of Pyribenzamine 
were rarely of sufficient severity to interfere with its use.”’® 
Drowsiness, nausea, epigastric distress, vertigo and 


other side effects—rarely severe—may occur in some patients. 


CONTROLS PENICILLIN REACTIONS 

Pyribenzamine has been used successfully to control 

penicillin reactions—especially urticaria and itching. For example, 
Kesten? found that oral Pyribenzamine relieved or 

suppressed post-penicillin urticaria in 16 of 18 cases; she termed 
it ‘a most useful agent in allergic symptoms 


which follow the administration of antitoxin or penicillin.” 


RELIEVES ALLERGIC DERMATOSES 
Foster’ reported good results with oral Pyribenzamine in 
y 
patients with various allergic dermatoses. In another study® of 


241 such patients, Pyribenzamine was found effective. 
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Pyribenzamme 2)-me¢. 
tablets now avatlabke— 
jor children and jor adults 


who can be maimtaimed 


low dosave OV 
who Wence side ty 
from the usual dosage 


of antihistamines 


Supplied: Pyribenzamine hydrochloride 25-mg. 
and 50-mg. tablets; Pyribenzamine Elixir, 30 mg. 
Pyribenzamine citrate (equivalent to 20 mg. 


tripelennamine hydrochloride) per 4-ml. teaspoonful; 


PUBLISHED CLINICAL STUDIES a 


SHOW THOUSANDS OF Pyribenzamine hydrochloride solution (for 


ALLERGIC PATIENTS parenteral use), 25 mg. per ml., in 1-ml. ampuls. 
RELIEVED BY 


ibenzami 
PYRIBENZAMINE HYDROCHLORIDE TRIPELENNAMINE HYDROCHLORIDE CIBA ss 
PYRIBENZAMINE CITRATE (TRIPELENNAMINE CITRATE CIBA REFERENCES 
1. Loveless, M. H., and Dworin, M.: 
J. Am. M. Women's A. 4:105 (March) 1949. 


2. Feinberg, S. M.: J.A.M.A, 132:702 (Nov. 23) 1946, 


Gay, L. N., Landau, S. W., Carliner, P. E., ‘ 
Davidson, N. S., Furstenberg, F. F., Herman, N. B., ; 
Nelson, W. H., Parsons, J. W., and Winkenwerder, W. W.: 


Bull, Johns Hopkins Hosp, &3:356 COct.) 1948. 
a. Atbesman, C. E., Koepf, G. F., and Lenzner, A. R : 
J. Allergy 17:275 CSept.) i946. 
8. Atbesman, C. E.: J. Allergy 19:178 (May) 1948. 
6. Feinberg, S. M., and Friedlaender, S.: 
Am. J. M. Sc. 213:58 CJan.) 1947. 
7. Kesten, B. M.: Ann. Allergy 6:408 CJuly-Aug.) 1948 
8. Foster, P. D.: California Med. 73:413 CNov.) 1950 
9. Morrow, G.: California Med, 69:22 CJuly) 1948. 
For complete information on Pyribenzamine ask 
ir CIBA representative or write Medical Service 


CIBA Pharmaceutical Products, Inc., Summit, N. J 
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INCREASES PERIPHERAL BLOOD FLOW: 


Priscoline reported to be a valuable aid to conventional 
therapy in peripheral ischemia and its sequclac— 

pain, loss of function, ulceration, gangrene, other trophic 
manifestations; Priscoline most effective when vasospasm 
is prominent but may prove limb-saving even when 
vasospasm is minimal because it decreases vascular tone, 


promotes establishment of collateral circulation. 


MULTIPLE ACTION: 
Priscoline exerts direct vasodilating effect on vessel 
wall, blocks sympathetic nerves (probably at their 
terminations in vascular muscle), blocks vasoconstrictive 
action of circulating epinephrine-like substances, 


Side Effects: Certain side effects of 
cutaneous sensation, 


chilliness with resultant gooseflesh 


or fecling of warmth—indicate attainment AGE 76. Arteriosclerotic 
of effective dosage level; occasionally ulceration with erysipeloid 
reaction and marked inflam- 

tachycardia, tingling, nausea mation; after administration 
of oral Priscoline, 25 mg. 
and epigastric distress, slight hypotensive 
effect or slight rise in blood pressure week—increased thereafter to 

: 50 mg. four times daily— 
may be experienced. there is steady improvement, 


healing in eight weeks. 
No other medication used. 


riscoline 


FOR COMPLETE INFORMATION on Priscoline ask your CIBA representative 
or write Medical Service Division, CIBA Pharmaceutical Products, Inc., 
Summit, N. J. SUPPLIED: Priscoline hydrochloride (tolazoline hydrochloride 
CIBA) is available as 25-mg. tablets (scored), bottles of 100 and 1000; 

elixir, 25 mg. per 4 ml., in pints; 10-ml. muluple-dose vials, 25 mg. per ml. 


Photographs and accompanying clinical data by courtesy of R. 1. Lowenberg, M.D., 
Consultant in Vascular Surgery, Connecticut State Hospital, Middletown, Connecticut. 


AGE 68. Arteriosclerosis 
obliterans cellulitis; sluggish 
response to saline dressings 
and procaine penicillin 
300,000 units daily; healing 
speeded by oral Priscoline, 
25 mg. four times daily 

for one week, 25 mg. every 
three hours thereafter; 

3/790? healing within six weeks, 
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the Bottle fed Bay ine 


Baker's Modified Milk now provides the recommended daily allowance 
of all known essential vitamins in the amounts of milk customarily (U.S. Public Health Service 
taken by infants. Milk Code) which has been 
At normal dilution* per quart, vitamins provided are: 
Vitamin A—2500 U.S.P. units Thiamine (B})—9.6 milligram 
Vitamin D—800 U.S.P. units Riboflavin—1 milligram 
Ascorbie acid (C)—50 milli- Niacin—5 milligrams 
grams Vitamin Bg —0.16 milligram *Equal parts Baker's and water 


R’S MODIFIED MILK 
THE BAKER LABORATORIES INC. 
Milk Products Exclusively for the Medical Profession 


Main Office: Cleveland 3, Ohio Division Offices: Atlanta, Dallas, Denver, am 
Plant: East Troy, Wisconsin Greensboro, N. C., Los Angeles, San Francisco, Seattle 
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Simple, dramatic proof of the effectiveness 
of Tetracyn is offered by the characteristic 
rapid defervescence noted in the treatment 
of a wide range of susceptible infectious 
diseases. Think of Tetracyn whenever 

you take a temperature for an AIH response 


in Tetracyn-sensitive infections. 


588 Lake Shore Drive, Chicago 11, Minois 
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rapid clinical response Symptoms, 
including fever, largely cleared. 
wp within 24 to48 hours.” 


English, A. R., et al.: Antibiotics Annual (1953-1954), 
New York, Medicat Encyclopedia; 


hydrochioride 


Brand of tetracycline hydrochloride 


Tetracyn represents a nucleus of modern broad-spectrum antibiotic activity. 
With it you may expect 

e unexcelled tolerance 

e outstanding stability 

e high concentrations in body fluids’ ate? 

Tetracyn may often be effective where resistancd or 

sensitivity precludes other forms of aptibiotic jhevepy. 

TETRACYN TABLETS (sugar coated) 25), mg 50 mg. 
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ADVERTISEMENTS 


NEW AMAZING FILTER OF ESTRON MATERIAL 


@ This new-type filter, of non-mineral, cellulose- 
acetate, Estron material, exclusive with Viceroy Ciga- 
rettes, represents the latest development in 20 years 
of Brown & Williamson filter research. Each filter con- 
tains 20,000 tiny filter elements that give efficient filtering 
action; yet smoke is drawn through easily, and flavor 
is not affected, 


PLUS KING-SIZE LENGTH 


@ The smoke is also filtered through Viceroy’s extra 
length of rich, costly tobaecos. Thus Viceroy actually 
gives smokers double the filtering action . . . to double 
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OAVIES, ROSE & CO. Ltd. 
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0.1 Gram (approx. 114 grains) 
Comprise the entire properties of the leaf. 
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you owe it to yourself 
to find out about 


completely automatic 
electromagnetic 


push-button | 
all-weather air conditioner 


It's FABULOUS! Just select the weather 
you want— push a button and you 

get instant, automatic control of both 
room temperature and air circulation. 
Exclusive Fresh'nd-Aire Electromagnetic 
All-Weather Control cools, dehumidifies, 
circulates, ventilates, filters, exhausts 
and heats*. You enjoy perfect 

weather every day of the year. 


Automatic Thermostat included on all 
models—NO EXTRA CHARGE. 
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Fresh’nd-Aire Company (Div. of Cory Corp.) 
World's Leading Manufacturers of Air Treatment Appliances 
221 N. La Salle St., Chicago 1, Ill, In Canada, Toronto 10, Ontario 


New patented Fresh'nd-Aire universal 


FLEXO-MOUNT window bracket eliminates 


installation problems—overcomes complicated 
code restrictions. Mounts unit so flush it hides 
behind draperies—or allows entire unit to 
slide forward to any desired depth in room. 
Elegantly styled in colors of neutral pastel and 

. lustrous gold to complement the decor of 
America’s most luxurious rooms in either home 
or office. 
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the secret of sleep in a capsule 


PULVULES | 


(Secobarbital Sodium, Lilly) 


rapid action... 


short duration... 


awaken refreshed 


SUPPLIED IN PULVULES 


No. 318 1/2 gr. (0.0325 Gm.) » 
No. 243 3/4 gr. (0.05 Gm.) 
11/2 grs. (0.1 Gm.) 


DOSAGE: 


Insomnia, 1 1/2 grs. Preoperative hypnotic, 
3 to 4 1/2 gers. O. B., 3 to 4 1/2 grs. initially, 
followed by 1 1/2 to 3 grs. at one to three-hour 
intervals. Not more than 12 grs. in twenty-four 


hours. 
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After more than 40 years of medical pro- 
fessional life, I may be permitted, I suppose, 
to reminisce just a little bit. However, I shall 
do so only in order to discern any trends 
which may help us to look ahead. Looking 
into the future always requires study of the 
past and present, and also at least a modicum 
of imagination. 

Your own former President Graham has 
lately given us a masterly perspective of 
medicine and its relation to other branches of 
knowledge extending all the way from Hip- 
pocrates to Chapel Hill. My view will be of 
much shorter range, only the very recent 
past, and my projection will be that of what 
kind of medicine you, who are about to em- 
bark upon your professional careers, are 
likely to encounter, and in what spirit you 
will deal with it. 

In considering the medicine of tomorrow, 
we must never forget medicine’s ever grow- 
ing complexity. Even today it has become 
one of the great systems of the social organ- 
ism. It can be viewed from many angles, 
but as we look ahead we must try to en- 
compass them all. For example, we can think 
of medicine as divisible into biologic, socio- 
economic and moral components, or we can 
consider it as having the threefold function 
of practice, education and research, or again, 
as preventive, curative, corrective or reha- 
bilitative. Now is the time when you can 
view in true perspective this many faceted 
scene. The fixing action of the years ahead is 
likely, more and more, to narrow the picture 
for you to that of what you do yourself in 
sharp focus as foreground, against all else 
dimly perceived as background. The evil ef- 
fects of such restriction can be forestalled 


Read before the Whitehead Society, University of North 


Carolina Medical School, April 27, 1954. 


through the development of insight and the 
continuing conscious effort to see beyond 
self in the determination of values and the 
making of judgments. 


Advances of the Past Forty Years 

Perhaps a good approach for our discus- 
sion is for me to point out certain differ- 
ences between the medicine of my youth and 
that of yours. In armamentarium, for ex- 
ample, in the early years of the second dec- 
ade of this century, we had no sulfa drugs, 
no antibiotics, no liver extract, no insulin, 
indeed no hormones of any kind except thy- 
roid and adrenalin. There were some prepa- 
rations of pituitary derivatives, but they 
were largely without action. We had no mer- 
curial diuretics except calomel, and that was 
dangerous in anyone with decreased renal 
function. Syphilis, then much more frequent 
and florid than now, was treated for the 
most part with mercury and potassium io- 
dide, although arsenicals were just coming 
in as Ehrlich’s salvarsan, later called ar- 
sphenamine., No vitamins had been identi- 
fied, although it had been recognized that 
scurvy, rickets, and beriberi were all due 
to the lack of some specfic food factor, Pel- 
lagra was not regarded as a deficiency dis- 
ease, but rather the result of an intoxication 
of some sort. That pernicious anemia is a 
deficiency disease never entered our think- 
ing until my brilliant friend and contempo- 
rary, the late George R. Minot in 1926 dis- 
covered that feeding liver totally relieved 
it. One of the very dramatic facts of medi- 
cal history is that Minot himself was near 
death from diabetes mellitus when, in 1922, 
insulin arrived just in the nick of time to 
save him, and that his life, thus saved, was 
the one which gave to pernicious anemia pa- 
tients in liver extract their chance of life, 


: 

| 

. 

| 

* 


NORTH CAROLINA 


238 


indeed of restoration to healthy living. 

In the field of diagnostic aids we lacked 
the electrocardiograph, the basal metabolism 
machine, cholecystography, and many others. 
There was no grouping of blood, no blood or 
other tissue banks. Some blood chemistry we 
did, but far less than you do now. However, 
at hemocytology we were rather adept, or 
fancied ourselves so. 

In surgery also around 1912 many pro- 
cedures in common use today were unknown 
or in their infancy. Abdominal surgery we 
regarded as nearly perfect, but brain and 
thoracic surgery were just beginning. The 
latter was limited largely to drainage of 
empyemas. A few aneurysms were wired, 
and occasionally a bit of the anterior chest 
wall was removed in the attempt to decom- 
press the heart in constrictive pericar- 
ditis. Thyroid surgery of that period was 
thoroughly terrifying. Transfusion of blood 
was not in general use. It had been done as 
a surgical procedure. Specific active immuni- 
zation was limited to that for small pox, 
rabies and typhoid, and passive immuniza- 
tion by immune serum, to diphtheria and 
tetanus. Treatment with immune serum was 
just beginning for meningococeus mening- 
itis. That for pneumococcus pneumonia was 
a few years away. 

As to pneumonia, I can fairly say that 
I have lived through the whole evolution of 
its treatment to date, because when I began, 
the only treatment for this disease was, as 
one English writer put it, “on the part of 
the doctor that of a masterly inactivity.” 
That doesn’t mean that we didn’t treat our 
patients with pneumonia. They got plenty of 
drugs shot into them—strychnine, caffeine, 
camphor, digitalis—but I am sure that none 
of these contributed to their recovery, and 
may on occasions have accelerated their de- 
mise. Then came antipneumococcus immune 
serum, which reduced the mortality of the 
disease from about 30 to about 15 per cent. 
Improvements were repeatedly made in the 
serum, but in 1936 the bombshell of the sulfa 
drugs burst upon us, and serum for pneu- 
monia went into the discard, only to be fol- 
lowed by the sulfas when the antibiotics ar- 
rived. These last have reduced the mortality 
of the pneumococcus variety of pneumonia 
almost to the vanishing point, and have so 
shortened its course as to make it almost a 
minor illness instead of one of the great kil- 
lers. Of course virus penumonia remains 
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not much, if at all, affected by specific reme- 
dies, but this disease has never been the 
scourge that old lobar pneumococcus pneu- 
monia was. I except, of course, such forms 
as the influenzal pneumonia of 1918, now 
believed to have been of viral origin, and 
perhaps certain other rather special types— 
ornithosis, for example. 

Reduction in the incidence, and in some 
instances the disappearance, of certain dis- 
eases over the 40 year period we are con- 
sidering is as amazing as the advent of new 
wonder drugs. Typhoid fever, for example, 
has all but disappeared. This is a triumph of 
preventive medicine, and the ironic fact is 
that when the disease had nearly gone, at 
long last an antibiotic was found which has 
the potentiality of curing it. Pneumococcus 
lobar pneumonia also seems on the way out. 
I venture to believe that some of you may 
never have seen or will see a full blown case. 
The decline in pneumococcus pneumonia is, 
I suppose, due to the universal use of the an- 
tibiotics which so successfully abort it, and 
to the restriction in opportunity for the 
disease to spread itself that thus ensues. 
Another disease which, as I mentioned be- 
fore, is rapidly disappearing is syphilis. 
Even tuberculosis is becoming unfamiliar to 
many of you, and I am quite certain that you 
are not nearly as skillful at finding tubercle 
bacilli in the sputum as we were. 

These random recollections may serve to 
indicate in some measure that on the biologic 
front, the half century just past has seen 
stupendous advances in scientific medicine. 
The picture is one of disappearing infectious 
diseases, of relief of nutritional and de- 
ficiency diseases through understanding of 
their causation, and of expanding corrective 
treatment through advances in the fields of 
surgery and of radio- and pharmaco-therapy. 
All the natural sciences have contributed 
to this progress, especially biochemistry, 
pharmacology, microbiology, and immun- 
ology. 

Challenges of Tomorrow 

Because all these things have brought 
about a state of affairs in which people live 
longer, it follows that those of you now en- 
tering the practice of medicine will have a 
very different cross-section of clinical cases 
to deal with than did T when I began, and 
those of you going into research will have 
quite different problems to solve. The prac- 
titioners of tomorrow will be far more con- 
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cerned with patients with chronic illness, and 
the investigators will be aiming their attack 
more and more at neoplastic and degenera- 
tive diseases. 

The mushroom-like growth of clinical re- 
search since the second World War, and par- 
ticularly the participation of government 
therein, opens up to those of you with scien- 
tific curiosity opportunities for careers in 
investigative medicine undreamed of only a 
decade or two ago. The support of all this 
activity, whether it come from government 
or private sources, is given in the hope of 
conquering those diseases of which man- 
kind is most afraid. It is motivated by prac- 
tical considerations. This is natural enough, 
but let me remind you that even in medicine 
there is need for pure research aimed at dis- 
covering fundamental truth, whether or not 
it have any practical import. Sooner or later 
scattered facts acquire relevancy and slip 
into place in the solution of a problem as do 
the pieces of a picture puzzle. I fancy that is 
more or less what is happening in the case 
of poliomyelitis studies. 

By way of illustration I may tell you that 
in the summer of 1951 we sent a research 
expedition (an endocrinologist, a pharmacol- 
ogist, and a physicist) al! the way to Men- 
doza, Argentina, for no other purpose than 
to cooperate with some Argentinian scien- 
tists in the study of the physiology of the 
thyroid under conditions of iodine starva- 
tion, which prevail on the eastern slopes of 
the Andes in that country. There was no 
practical objective at all. It has long been 
known how to eradicate endemic goiter. 
What we wanted was to seize an opportunity 
which might not long be open—namely, to 
study endemic goiter before prophylaxis with 
iodine had modified it. Some very interesting 
new knowledge of thyroid physiology was 
obtained, and it is conceivable that some- 
time this may have some utility, but it was 
not with any such purpose in mind that it 
was gathered. 


Cancer 

I have lately tried to find out what is hap- 
pening on the cancer front. I asked a leader 
in this field the other day just where he 
thought the cancer researchers are getting 
to. ‘Just tooling up,”’ said he, and I daresay 
that about expresses it. Undoubtedly, a 
large and increasing number of isolated facts 
concerning neoplastic diseases are being dis- 
covered. These have not yet, however, fallen 
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into place sufficiently to point the way to 
the specific treatment of malignant neo- 
plasias. It is to be expected, nevertheless, 
that sooner or later they will do so, and that 
perhaps with unexpected suddenness. Maybe 
some of you will be in on that dénoument. At 
present, except for some temporary inhibi- 
tions of growth in breast and prostatic can- 
cers by means of appropriate hormones, 
there is no successful cure of cancer save 
total ablation of malignant tissue either sur- 
gically or by some form of irradiation. 

I cannot believe myself that any of these 
will be the ultimate cure of cancer. Of course 
better than cure would be prevention. Some 
progress has been made along that line in 
recognition of precancerous lesions and 
their removal. Such prevention, however, is 
not enough. We should like to prevent even 
the precancerous lesions. We should like to 
learn how to prevent certain cells from em- 
barking on a mitotic warpath. Theoretically 
it might be possible to breed cancer out of 
the human race, but this has no practical ap- 
plication, because man cannot control his 
own breeding. That of animals he can con- 
trol, but not his own. Finally there have been 
recognized certain environmental carcino- 
gens, exposure to which can be prevented. 

The discovery of the specific cure of can- 
cer, I venture to predict, will be achieved by 
the cytochemists, who will discover first the 
differences between the enzme systems of 
normal and of malignant cells, and second, 
the way in which the former degenerates into 
the latter. To those of you who would go 
seriously into cancer research, I would say, 
learn as much enzyme chemistry as possible. 
When I was your age if one said “enzyme” 
we thought of such things as pepsin or li- 
pase; now you are more likely to direct your 
thoughts into the cell, the nucleus, or even 
into the genes and chromosomes. 


Degenerative disease 

The other great front for your attack is 
that of degenerative disease. In this connec- 
tion I would like to quote some remarks of 
Dr. Lester Breslow of the California State 
Department of Health as follows: 


Something in our way of life must contribute 
to the high rate of morbidity and premature 
mortality among men older than 45 in the 
United States. This is evident from a study of 
comparative statistics. For every 100 Ameri- 
can men (white) dying in this group, age-ad- 
justed, only 60 to 85 men die in Scandinavia, 
the Netherlands, and several countries of the 
British Commonwealth including Canada and 
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New Zealand. Are we to assume that Ameri- 
can men are “degenerating” more rapidly than 
men in these other countries? Further, Ameri- 
can men past 35 die at a considerable higher 
rate now than in 1920. It is time for us to con- 
sider how our experience can be improved. 
Despite these facts, our population is aging. 

Although our mortality experience is not as 
good as that of some other countries, tremen- 
dous progress has been made. The fact that 
an increasing number of people live into the 
later decades also gives rise to one of our great- 
est health needs: preventive medicine for this 
period of life‘). 

How the attack will be made on these prob- 
lems I am sure I do not know. I suspect that 
again it will be to a considerable degree bio- 
chemical. At the moment it would appear to 
be largely in the field of lipo-protein chem- 
istry. From Dr. Breslow’s remarks it is evi- 
dent also that environmental factors will 
figure importantly, and again genetics may 
throw some light on the nature of the situa- 
tion, but not to the way out of the difficulty. 
Whatever the approach, the appalling mor- 
tality of relatively young men, many of them 
from acute coronary occlusion, must be 
stopped. There is the challenge. We are 
faced, as Breslow indicates, with the para- 
dox that although we have increasing num- 
bers of old people, yet we have also increas- 
ing numbers of relatively young ones, at 
least males, dying of premature degenera- 
tive disease. And the fact that our own coun- 
try is worse off in this regard than others 
doubles the urgency of the challenge. 

One interesting hint is offered by a recent 
British study’) of deaths occurring in trans- 
port and postal workers within three months 
of an attack of coronary artery disease, “It 
was found the mortality of middle-aged male 
workers in occupations where the work 
was ‘heavy’ was half that of workers in 
‘light’ occupations.” Also the incidence of 
coronary disease was lower, and when it oc- 
curred it was milder in active than in seden- 
tary workers. The British, who eat less and 
walk more than we, seem to be better off. 
I won’t attempt to assign any significance to 
these observations, but I confess they in- 
terest me. 


Progress in Psychiatry 


Now I would like to shift from the strictly 
biologic to the psychologic aspect of medi- 
cine, from structure to behavior, from body 
to mind. 

When I was an intern a neurotic was only 
a neurotic, someone to be brushed off, where- 
as a patient with a rare, even though un- 
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treatable, organic lesion was an interesting, 
possibly an exciting case. Psychiatry in those 
days was pretty much a matter of classify- 
ing your lunatic and then deciding whether 
he needed to be locked up. The concept of 
today that the personality is as much a con- 
cern of the physician as is the physical body 
had been grasped only loosely if at all. To 
be sure Freud’s pioneer work had been done, 
and a member of the Harvard Faculty of 
Medicine in those days, the late J. J. Putnam, 
was doing his best to promulgate Freud’s 
ideas. He encountered, however, great resis- 
tence, and I wonder if such resistence is al- 
together absent today. I suspect that we may 
have been even less aware of the importance 
of the psyche in the production of illness 
than had our predecessors. The good old 
family doctor, if he didn’t know much about 
the etiology and pathogenesis of disease, at 
least knew his patients as people and could 
counsel them wisely on many of their vital 
problems. I am not sure but that old Burton, 
who wrote the “Anatomy of Melancholy” 
three hundred years ago, appreciated the 
ills of the spirit better than we. We didn’t 
read Burton, although Osler had recom- 
mended him. Perhaps we would have been 
better physicians had we done so. Our atti- 
tude was due, I am sure, on the one hand to 
lack of any adequate education in the psy- 
chologic aspects of illness, and on the other 
to preoccupation with the revolutionary and 
amazing growth of knowledge of disease on 
the organic level. Then too we were living 
in the fool’s paradise of the era just before 
World War I, when the world seemed to be 
getting better in every way. The notion, so 
reasonable in the jittery world of today, that 
frustrations and emotional maladjustments 
are a major factor in illness was foreign to 
our thinking. Rule organic illness in or out, 
and if in, cure if possible, or if not, palliate, 
was the way our minds ran. 

Now we have come far beyond that, and 
you will go much farther still. As I look 
first backward, then forward, it seems to me 
that in the progress of medicine in our era 
two great trends are emerging — one the 
broadening of the psychiatric approach, the 
other a shift of emphasis from cure to pre- 
vention. The development of psychiatry has 
been from the negative to the positive, 
From merely making diagnoses of mental 
disease and providing custodial care when 
necessary, we have come to a better under- 
standing of the role of the emotions in hu- 
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man behavior, and of how, when they are 
deranged, to restore them to order. 

It would be still better, however, to fore- 
stall even early emotional maladjustments 
by making instruction in the laws of mental 
hygiene a part of both general and profes- 
sional education of all sorts. Such an under- 
taking would require the joint effort of phy- 
sicians, psychiatrists, and educators, The 
physician, however, is not qualified to deal 
with the emotional conflicts of others until 
he has explored and gained some understand- 
ing of his own, and since he cannot do this 
dependably all by himself, some guidance in 
self-scrutiny must be part of his education. 


Progress in Medical Education 


We can see from the foregoing that pro- 
gress in psychiatry ties in closely with pro- 
gress in education, both general and medi- 
cal. Let us therefore think for a few mo- 
ments of the premedical student and of the 
medical student. You yourself have lately 
been through these stages, and presently 
will be concerned either directly or indirectly 
with steering your successors through them. 
A significant concept is that experiment is 
quite as important in education as in scien- 
tific research. As I have viewed for many 
years and participated in the medical edu- 
cational process, I have repeatedly bumped 
up against the inflexibility of curricula, and 
resistance to change on the part of faculties. 

Take, for example, the mental hygiene of 
the medical student. What has been done 
about that? Next to nothing until very re- 
cently. Now I believe some signs of soften- 
ing up are beginning to appear, and that 
I take to be a portent of progress, Some 
schools are arranging interviews with psy- 
chiatrists for the first year students, the 
idea being that such an experience will be 
at least educationally valuable, because it 
will accelerate the maturing process by de- 
veloping insight. Occasionally it may also 
provide some needed treatment. 

In the health department of MIT where I 
now work, we are getting at premedical stu- 
dents—there are some even in that school, 
primarily for engineering — with so-called 
psycho-dynamic groups. From eight to ten 
students spend an hour a week together with 
a psychiatrist experienced in this type of ap- 
proach. Of course participation is purely vol- 
untary, but nearly all the premedics have 
volunteered for it. It is really a sort of guided 
bull session, but effective in that the conflict- 
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ing emotions engendered in the group 
ultimately lead to some understanding not 
only of other members of the group, but 
of self. It is possible also that this experience 
will be helpful in relieving some of the anx- 
ieties and apprehensions which beset most 
first year medical students. The source of 
hidden animosities is discovered, we hope 
with the result that there will be less likeli- 
hood of their being projected later on, un- 
consciously, upon the doctor’s patients. Also 
it is believed that the behavior of patients 
will be better comprehended because of this 
experience. Obviously the project is experi- 
mental, but, as I stated before, I believe in 
experiment even in education. I dearly wish 
that I might have had some such experience 
40 years ago. 

Such beginnings in the psychiatric aspect 
of education make me willing to predict that 
the doctor of the future is going to have, in 
addition to his expanding armamentarium 
for dealing with the physical ills of the body, 
an increasing competence for preventing or 
treating these of the personality. 

The trend in medical education will be, 
I believe, toward better integration of the 
whole curriculum, so that the student can 
perceive its direction and purpose from be- 
ginning to end, and so that at all times a 
meaningful relationship is made evident be- 
tween the several subjects under study. In- 
terest in patients as persons, their behavior 
and its causes, should be aroused at the start 
and be given, by instruction, the opportunity 
to grow throughout the educational period. 
After that it should have the vitality to con- 
tinue to grow under the fertilizing influence 
of experience. I am hoping that medical fac- 
ulties will have the wisdom to weed out much 
factual detail which has to be memorized, 
thus freeing time for critical thinking on 
the basic facts and deriving from them some 
broad principles of medicine. 


Professional Opportunities 

Let us now speculate on the types of op- 
portunity for professional work that lie be- 
fore you. I have already mentioned full time 
medical research. There is also nowadays a 
growing number of full time salaried clinical 
positions in the clinical departments of 
teaching hospitals. This sort of thing is often 
called academic medicine. As compared with 
opportunities in private practice, these po- 
sitions are relatively few in number, but 
they are of great importance from the point 
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of view of medical progress, because the 
teaching clinic is a well-spring of research 
and education. From it come both new doc- 
tors, new facts, and new ideas. 

A small number of you may forego all 
thought of practice and spend your lives in 
one of the preclinical sciences. I hope a good 
number of you will consider doing this, be- 
cause there is very urgent need of qualified 
teachers in these subjects right now. Others 
of you will go into public health work, and 
1 would like to emphasize that this is an im- 
portant and expanding field. The concept of 
the public health function has lately greatly 
broadened. Instead of being merely a matter 
of clearing up sources of communicable dis- 
eases, it has come to include some responsi- 
bility for the positive promotion of health, 
both at national and local levels. It is highly 
significant re the new public health approach 
that the American Public Health Association 
has recently set up a Section on Medical 
Care. 

“Generalists” and specialists 

Most of you, however, will probably go 
into some form of the practice of medicine, 
and I think you will find that practitioners 
of medicine will become divisible, according 
to the nature of their approach to the care 
of patients, into physicians, surgeons and 
psychiatrists, or in accordance with what 
portion of the whole content of medicine 
which they seek to cover, into specialists and 
generalists. The propriety of equating the 
role of the psychiatrist with that of the phy- 
sician or of the surgeon will be challenged 
by many, but I submit that currently there 
is accumulating plenty of evidence to justify 
such an appraisal. The question arises—is 
psychiatry a specialty? Most people would 
say ves, but I think it is not completely so. 
It is a specialty insofar as it uses specialized 
techniques, requires rather long and special 
training, as does also surgery; but in its 
field of operation it is hardly a specialty, in- 
asmuch as it deals with the whole height, 
depth, and breadth of the human personality. 
Except for pediatrics and geriatrics, which 
are general medicine applied to an age group, 
the clinical specialties are focused on or- 
gans, diseases or methods, not on persons. 
Psychiatry, on the other hand, is assuredly 
focused on persons, on personalities in fact. 

My use of the term “generalist” demands 
some explanation. I use it to balance “speci- 
alist.” The old general practitioner—a doc- 
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tor who did everything — has no place in 
modern medical practice. But if the medical 
jack-of-all trades has gone, not so the non- 
specialized physician. He is more important 
than ever, because he is the one who really 
cares for the patient; no flock of specialists 
can do that adequately. Of course a patient 
may shop around from specialist to specialist 
and get his lesions treated—to a dermatolo- 
gist for his rash, a surgeon for his hernia, 
or a gynecologist for her uterus, but sooner 
or later, for himself or herself, a nonspecial- 
ized personal physician will become neces- 
sary, and he is the one I call the generalist. 
He won’t do any of the special things he has 
no competence for, but he will know when to 
call in specialists and integrate the advice 
they give in the care of his patient. He will 
put everything together and make the plan 
for the comprehensive care of the patient. 
It is my belief that the practice of the fu- 
ture will be more and more by groups of 
generalists and specialists practicing to- 
gether as teams, and less and less by solo 
practitioners. I will return to this point a 
bit later. 

In choosing your field for practice then, 
I believe you should first think in terms of 
physician, surgeon or psychiatrist, whether 
generalist or specialist. As to the relative 
magnitude of opportunity in these categories, 
I am going to make a prediction—perhaps 
a rash one. The nature and direction of pro- 
gress in scientific medicine is such, I believe, 
that as surgery gets better and better, there 
will be less and less of it to do. Gone already 
are the wholesale tonsillectomies and mas- 
toid operations which were the stock in trade 
of the ear, nose, and throat men. Gone is 
the venereal field of the urologic surgeon. 
Largely gone are the various septic condi- 
tions which surgeons used to treat. If and 
when specific cures for cancer are discovered, 
gone will be another big slice of what the 
surgeon has had to do. Ultimately he will 
have left only traumatic and plastic surgery 
and the treatment of congenital anomalies. 
Peptic ulcer and ulcerative colitis will slip 
from his field as the psychiatrist prevents 
these maladies by correcting early the emo- 
tional disturbances which lie back of them. 

By the same token I believe that in our 
confused and frustrated world, the need for 
well trained, broadly educated, wisely bal- 
anced psychiatrists will steadily increase. 
yreater numbers of psychiatrists will be 
needed both relatively and absolutely, the 
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latter because the population is increasing, 
and the former because it takes greater psy- 
chiatric manpower to practice preventive 
psychiatry than only therapeutic. 

I suggest that in making your choice of 
your field for practice, you give some thought 
to the possibility that these trends which I 
have suggested may actually eventuate. 


The Provision of Medical Services 

And now we must give some thought to 
how the services which you will render will 
be paid for, and how you will be organized 
to render them. 

Britain, you well know, has gone over to 
completely government owned and operated 
medicine. In the United States there is also 
a large amount of government medicine— 
federal, state and local. There is also, how- 
ever, a large component of private enter- 
prise and voluntary medicine. Medical care 
for the general public, except in the case of 
mental and chronic illness, is largely pro- 
vided by private enterprise for those who can 
afford it, and by voluntary or tax supported 
clinics and hospitals for the medically indi- 
gent. In other words, the tctal medical estab- 
lishment of our country consists in a me- 
lange of government, community, and _ pri- 
vate services of a wide variety of kinds and 
qualities. One of the tasks you will have to 
undertake is to get better order into this 
somewhat chaotic situation. [ have certain 
ideas on this subject (none highly origi- 
nal) ‘*) which I have expressed in writing 
elsewhere. You can read these if you care 
to do so. For our present purpose I shall 
only touch a few high points. 


Solo vs. group practice 


The confusion and irregularity in the pro- 
vision of medical services of all kinds is due 
on the one hand to the rapidly growing 
complexity of medicine itself—to the need 
for ever more diverse and expert skills, and 
for more complicated facilities—and on the 
other hand to the need for integrating the 
total effort. Solo medical practice, for ex- 
ample, though still the predominating form, 
has certain obvious limitations, For one 
thing it is conducted on the fee-for-service 
method of payment, which discourages the 
patient from consulting the doctor until he 
feels forced to do so. It is not conducive to 
adequate preventive medicine. It places a 
temptation in the way of the doctor to multi- 
ply services for the sake of greater revenue. 
The solo practitioner, moreover, is often so 
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overworked that he has but little time or op- 
portunity to be anything but a physician, to 
think of anything but medicine, or, if he does 
consider public affairs, to think of them only 
from the point of view of the physician, Nor 
does such complete preoccupation with medi- 
cine make him the well rounded and mature 
person that the good physician should be. 

For these reasons and others, I predict 
that solo practice will gradually give way to 
group practice, and that fee-for-service will 
be superseded by prepayment for medical 
services, and that doctors more and more 
will be paid by salary or capitation, that is 
to say, so much per patient per year for com- 
prehensive medical care. Of course the solo 
practitioner can provide comprehensive care 
only in the range of his competence, But 
practice groups can be set up with an ade- 
quate array of skills and a proper balance 
between specialized and nonspecialized phy- 
sicians really to render comprehensive medi- 
cal care 24 hours a day and 365 days in the 
year. There will always be a need for per- 
sonal physicians: they are the ones who take 
primary care of the patients as persons, but 
they can function better in a group than by 
themselves. I like to think of them, not as 
general practitioners in the sense of medical 
jacks-of-all trades, but as generalists who, to- 
gether with associated specialists, can bring 
to the patient the best care that medical 
knowledge makes possible. 

You know as well as I that these matters 
are highly controversial, charged with emo- 
tion, but you are bound to head into them 
whether you like it or not. I am merely giv- 
ing you my own personal opinion on them. 
You will have to think them through and 
form your own opinions, plan your own lines 
of action, and now is the time when perhaps 
you can do so dispassionately. 


Conclusion 

In concluding I wish to moralize ever so 
little. Medicine should be considered, I be- 
lieve, a public service, not a private business, 
It is implicit in the words of the Declaration 
of Independence that the pursuit of health 
is an inalienable right of all people, because 
health is an aspect of happiness. For this 
reason, I submit, the profit motive is not a 
noble motivation for the physician. Saint 
Luke, himself a physician, has told us that 
“the labourer is worthy of his hire,” and 
this applies to the physician and to all who 
participate professionally in the rendering of 
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medieal services, The physician should be 
well paid, because his is a high skill, and his 
a costly education; but hope for more than 
reasonable recompense should not be what 
takes him into medicine. Love of his pro- 
fessional work should be his motivation, and 
performance of it his reward and satisfac- 
tion. There is joy to be had in using one’s 
mind to solve medical problems and one’s 
skill to promote health. 
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HOARSENESS DUE TO VOCAL CORD 
PARALYSIS IN HEART FAILURE 
FROM FUNNEL CHEST 


WALTER BRODIE BURWELL, M.D. 
HENDERSON 


Laryngeal paralysis resulting in hoarse- 
ness is a rare complication of heart failure”). 
When it does occur, it is usually found in 
association with marked mitral stenosis or 
congenital heart disease’*), Apparently, the 
syndrome is extremely uncommon in con- 
gestive failure from other causes, having 
been attributed to arteriosclerotic and hyper- 
tensive decomposition in only 4 reported 

The following case is recorded because of 
the unusual occurrence of vocal palsy due 
to cardiac failure from funnel chest. 


Report of a Case 


A 52 year old hotel steward presented himself for 
treatment of a disabling hoarseness. The symptom 
first occurred intermittently about three or four 
years before, apparently being precipitated, in most 
instances, by unusual physical activity. As time 
passed, however, the periods of occasionally annoy- 
ing dysphonia gradually became more frequent, pro- 
longed and severe, progressing by variable degrees 
to a continuously incapacitating hoarseness, which 
finally forced him to seek relief. 

The patient recalled that increasing dyspnea on 
exertion had existed for about eight years, and that 
orthopnea had been progressively troublesome for 
approximately three years. For about a month he 
had been aware of recurrent palpitations, often ac- 
companied by a dull, aching precordial discomfort. 

The initial examination disclosed a white male 
who was suffering from hoarseness and was readily 
made dyspneic by mild activity. Left vocal cord par- 
alysis was revealed by indirect laryngoscopy, but 
no other neurologic abnormalities were found, The 
thorax displayed the typical deformity of fully de- 
veloped funnel chest (pectus excavatum), charac- 
terized by posterior angulation and displacement of 
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the sternal gladiolus, which resulted in a concave 
anterior thoracic wall with markedly decreased sag- 
ittal diameter of the chest. Respiratory mobility was 
considerably impaired, there being only 1.5 em. 
maximum expansion at the nipple line. The blood 
pressure was 118 systolic, 80 diastolic in either arm, 
and the heart rate was intermittently irregular, 
varying between 40 and 60 per minute. The left 
border of cardiac dullness extended to the mid- 
clavicular line, which was 9 cm. to the left of the 
midline. The heart sounds were faint, but the second 
pulmonic sound was relatively accentuated. No car- 
diac murmurs were detected; no rales were heard 
in the lungs. The abdomen, genitalia, anus, rectum, 
and extremities were not remarkable. 

Polycythemia was indicated by a hematocrit of 
48 volumes per cent, a hemoglobin of 17.0 Gm. per 
100 ce, (118 per cent), and an erythrocyte count of 
5,520,000 per cubic millimeter. The arm to tongue 
(sodium dehydrocholate) circulation time of 18 sec- 
onds was slightly prolonged, and the arm to lung 
(ether) time of nine seconds was at the upper limit 
of normal. A normal venous pressure of 90 mm. of 
water was registered. 

The patient was hospitalized for direct broncho- 
scopy by Dr. Clarence H. White. The presence of 
complete left vocal cord paralysis was confirmed, 
but no evidence of tumor was found and no other 
abnormalities were demonstrated by this procedure. 

A chest roentgenogram showed borderline enlarge- 
ment of the heart and exaggerated vascular mark- 
ings in the lung bases, but the mediastinum and 
great vessels were not remarkable in the postero- 
anterior projection, Fluoroscopy of the chest dis- 
closed marked flattening of the heart between the 
vertebrae and the sternum, which was posteriorly 
displaced, and pressed upon the right atrium and 
ventricle. Although the left bronchus did not appear 
to be elevated, the aortic window was obliterated in 
the left oblique view, presumably owing chiefly to 
antero-posterior compression, with elongation of the 
right ventricular outflow tract. The left atrium, as 
outlined by the barium filled esophagus in the right 
oblique view, was not enlarged. 

An electrocardiogram revealed sinus bradycardia 
interrupted by frequent periods of sinus arrest, fol- 
lowed by nodal escape without retrograde conduc- 
tion. The electrocardiographic heart position was 
semivertical, with displacement of the transitional 
zone to the left, indicating a moderate clockwise 
rotation as viewed from the apex. 

Treatment began with a salt-poor diet and re- 
striction of activity by partial bed rest at home. 
The patient was digitalized, and diuretics in the 
form of ammonium chloride and meralluride sodium 
were employed at appropriate intervals. Within 
three weeks, 2.3 kg. of presumed occult edema had 
been eliminated, and marked improvement in dysp- 
nea and orthopnea was apparent. Concurrently, 
sporadic but impressive amelioration of the hoarse- 
ness occurred. 

In the meantime, referral for consideration of 
surgically correcting the thoracic deformity had 
been proposed and was repeatedly urged, since only 
partial and temporary improvement was expected 
from medical management alone, but the patient 
consistently refused to comply. Nonetheless, in the 
ensuing month, as further relief from dyspnea, or- 
thopnea and palpitations occurred, the hoarseness 
completely disappeared, and normal function of the 
left vocal cord could be demonstrated by indirect 
laryngoscopy. 

“At this point, the patient disappeared from fol- 
low-up and failed to return until nine months later, 
by which time all of his symptoms had recurred 
and had resumed their maximum previous severity. 
The left vocal cord was again completely paralyzed. 
Once more surgical consultation was advised, and 
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this time the patient ostensibly agreed, but by the 

time arrangements could be completed he had again 

disappeared. Subsequently, numerous attempts to 

reach him by various means were without success, 

and it finally became apparent that an opportunity 

for further observation would not be afforded. 
Comment 

Funnel chest is a congenital deformity 
seemingly associated with fixation of the 
lower sternum by the central diaphragmatic 
tendon and substernal fascia. As the thorax 
grows, the sternal attachments apparently 
remain relatively constant, resulting in pro- 
gressive deformity, and displacement or 
compression of the heart occurs in propor- 
tion to the degree of deformity that develops. 
In most instances the heart is displaced te 
the left, and if it can move out of the way, 
a deep funnel may produce only moderate 
symptoms, although torsion of the great ves- 
sels sometimes occurs’. Not infrequently, 
however, the heart is fixed behind the sternal 
depression and a moderate funnel may pro- 
duce incapacitating symptoms, for cardio- 
respiratory manifestations tend to be more 
severe when the heart cannot escape’. The 
right atrium and ventricle are parvicularly 
vulnerable to compression during expiration, 
and this factor may play a role not only in 
impairment of the lesser circulation, but 
also in irritation of the autonomic centers as 
evidenced by attacks of tachycardia and ir- 
regularity’®’. Respiratory symptoms may 
predominate at various stages, while palpi- 
tations, substernal distress, cardiac arrhyth- 
mia and failure usually occur later in the 
course of the disease’). Furthermore, di- 
minished vital capacity due to restriction of 
thoracic respiratory movement may result in 
additional right ventricular strain and pul- 
monocardiac failure similar to that of chron- 
ic cor 

In the case presented, the circulation 
times, the electrocardiographic pattern, and 
the fluoroscopic observations indicated im- 
pairment of pulmonary circulation and a 
significant degree of right heart strain with- 
out overt peripheral failure. Under ordinary 
circumstances, right ventricular enlargement 
usually causes a rotatory displacement as- 
sociated with disappearance of the aortic 
knob and movement of the posterior surface 
of the heart to the right; but in this case, 
compensatory movement of the posterior 
heart surface could not occur because of ver- 
tebral impingement. Moreover, the inflow 
tract of the right ventricle could not enlarge 
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anteroposteriorly and downwardly because 
of the sternal, vertebral, and diaphragmatic 
restrictions. Consequently, the only anato- 
mic recourse was an upward, leftward, and 
backward elongation and enlargement of the 
right ventricular outflow tract, which en- 
croached on the aortic window and distorted 
the spatial relationship of the ligamentum 
arteriosum to the aorta and pulmonary ar- 
tery. Thus the recurrent laryngeal nerve 
was subjected to a combination of compres- 
sion-fixation and traction-torsion as it passed 
through the triangle formed by the aorta, 
ligamentum arteriosum, and pulmonary ar- 
tery. 

It is generally accepted that the recurrent 
laryngeal branch of the vagus nerve, which 
supplies the vocal cord musculature, may 
occasionally be injured in some way as a di- 
rect result of heart disease. Explanations for 
such a neuropathy have been varied, but the 
usual one is that the nerve is damaged by 
compression between a dilated or displaced 
pulmonary artery and the aortic arch, since 
long-standing pulmonary artery dilatation 
seems to be a common etiologic factor in 
cases of laryngeal palsy characteristically as- 
sociated with severe mitral stenosis or con- 
genita! heart disease '). In fact, when chronic 
pulmonary artery enlargement or displace- 
ment is not likely to exist, as is usually the 
‘ase in common arteriosclerotic or hyperten- 
sive heart failure predominantly affecting the 
left ventricle, the recurrent nerve almost 
never sustains injury’. Even when this rare 
circumstance does occur, moreover, it can 
usually be attributed, partially at least, to 
some extra-cardiac abnormality, such as 
lymphadenopathy, tumor, or aortic aneu- 
rysm. For example, in one of the reported 
cases of arteriosclerotic failure with laryn- 
geal palsy, an unusually low aortic arch was 
implicated as being partially responsible for 
the neuropathy". 

Consequently, laryngeal paralysis as a re- 
sult of heart failure is not expected to occur 
without prolonged periods of pulmonary hy- 
pertension and sustained pulmonary artery 
dilatation. Yet it is surprising that the pul- 
monary artery could be capable of producing 
a neuropathy purely by pressure alone, for, 
in comparison to the density of the recur- 
rent laryngeal nerve, it is a relatively soft 
and pliable structure, even when dilated and 
pressed upward. Furthermore, pulmonary 
artery dilatation or enlargement is compara- 
tively common, while associated left recur- 
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rent laryngeal paralysis is rare, and this 
discrepancy suggests that some additional 
mechanism must play a role. 

Heart failure characterized by long-stand- 
ing pulmonary artery dilatation is often ac- 
companied by right ventricular hypertrophy, 
which may attain sufficient magnitude in 
certain cases to displace the heart or alter 
its position by sternal or diaphragmatic im- 
pingement. When this occurs, the triangle 
formed by the aorta, ligamentum arteriosum, 
and pulmonary artery is likely to be corres- 
pondingly rotated, displaced, or distorted‘*). 
However, in most such instances, the recur- 
rent laryngeal nerve is able to slip in the 
triangle, escaping significant torsion or trac- 
tion. Yet, if the course of the recurrent nerve 
were fixed in the triangle at the same time 
with compression of a dilated pulmonary, 
artery, it could be postulated that traction or 
torsion of the nerve would be likely to occur 
in proportion to the degree of the triangle’s 
alteration of position’). Hence, when both 
compression of the nerve by the pulmonary 
artery and position shift of the triangle oc- 
cur, the recurrent nerve should be particu- 
larly vulnerable to injury. Therefore, the 
combined factors would seem to be of much 
more importance than the mere consumption 
of space in the triangle by the pulmonary 
artery. 

If this is the common basis involved, a 
variety of heart conditions may or may not 
produce significant injury to the nerve, de- 
pending first on sufficient fixation of the 
nerve to prevent slipping in the aortico-liga- 
mento-pulmonary artery triangle, and sec- 
ond on a sufficient degree of torsion or trac- 
tion transmitted to the nerve by distortion or 
a shift in the position of the triangle. Such 
a combination of circumstances is rare, and 
would be more compatible with the rarity 
of the syndrome. 


Summary 
Laryngeal paralysis due to heart failure 
is described in a case of funnel chest, and a 
possible etiologic mechanism is suggested 
and discussed. It is proposed that the failing 
heart must cause or contribute to a combi- 
nation of compression-fixation and torsion- 
traction on the recurrent laryngeal nerve 
in order to produce hoarseness in this rare 
syndrome. 
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ELECTROSTIMULATORY THERAPY 


ALEXANDER SWEEL, M.D. 
WINSTON-SALEM 


Since Carletti and Bini’, in 1938, first in- 
troduced electric shock therapy, various at- 
tempts have been made to reduce or elimi- 
nate the undesirable side effects of the earlier 
form of this procedure, at the same time 
maintaining or improving its beneficial ef- 
fects. Predominant among the disturbing 
side effects were apnea, marked confusion, 
severe loss of memory, build-up of anxiety 
and aversion to the treatment, and occasional 
fractures and dislocations of joints. 

Some of the attempts to improve therapy 
included the substitution of unidirectional 
current of longer duration and far less am- 
perage for the massive alternating cur- 
rents’), use of pulsating direct current mod- 
ified by a condenser which produced a steep 
wave front and a gradual wave decline‘*’, 
variations in electrode placements’, use of 
“brief stimulus” current"), and the intro- 
duction of electronarcosis"’. 

In the course of improving electrical ther- 
apy, it was found that nonconvulsive cur- 
rents also had therapeutic value in certain 
cases‘®), Nonconvulsive, stimulative electro- 
therapy not only produced good results in 
some conditions that had formerly been 
~ From ‘the Department of Neurology and Psychiatry, Bowman 
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thought to be benefited only by convulsive 
electrotherapy, but was also found to bene- 
fit certain patients not helped by the lat- 
ter‘, 

Nonconvulsive stimulative electrotherapy 
has come to be widely useful. It can be used 
independently for certain conditions, or it 
may be used in combination with other types 
of electrical therapy'™. Independently it is 
being used for the treatment of anxiety 
states'*’, psychosomatic condition in which 
anxiety is a prominent feature and depres- 
sion minimal'™*), certain hypoglycemic 
states'”’, some paranoid conditions’, and 
cases of barbiturate overdosage and respi- 
ratory problems’. Current research is ex- 
tending its use to cases of asphyxia neona- 
torum, drownings, asthma, status asthma- 
ticus, anesthetic respiratory problems, sec- 
ondary shock, and asphyxia from any 
cause''!), 

Most of the treatments given to psychi- 
atric patients are done with the concomitant 
use of intravenous Sodium Pentothal, since 
the electric stimulation is usually uncomfort- 
able. However, when the latter directly fol- 
lows, a convulsive treatment, no Pentothal 
is necessary, as the patient is already uncon- 
scious. Whenever the Pentothal is used with 
the electrostimulatory treatment the patient 
usually has a very good emotional abreaction, 
so that not only does he receive the benefit 
of the stimulation, but the “truth serum” 
causes a ventilation of repressed feelings. 
An undesirable effect of this type of treat- 
ment when used apart from convulsive ther- 
apy is that it may enhance any depression 
that might be present while removing the 
anxiety symptoms for which it was intended. 
Alexander‘ brings out this reciprocal re- 
lationship between depression and anxiety 
in one of his early papers on nonconvulsive 
electric stimulation therapy. Should both de- 
pression and anxiety be present in the same 
patient, then convulsive and stimulative 
therapy have to be used in combination to 
remove both symptoms. 

Besides being beneficial in the foregoing 
types of conditions, electric stimulation has 
been found to remove memory difficulties, 
confusion, and the inertia, anxiety and fear 
of future “shock” treatments caused by pre- 
vious convulsive therapy, especially that 
given with one of the older types of ma- 


chines‘, When given in conjunction with 
or just following convulsive electric shock 
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therapy, nonconvulsive stimulation prevents 
the development of the undesirable side ef- 
fects just mentioned, and also prevents post- 
shock apnea or keeps it to a minimum by 
forcing respiration immediately. Some work- 
ers have given a series of stimulating treat- 
ments before beginning a series of convul- 
sive treatments in order to reduce anxiety 
to a minimum‘*”, 

Reiter’) has developed an apparatus 
which combines the best developments in 
convulsive electrotherapy with those of non- 
convulsive electrostimulation. This ingen- 
ious machine can be used not only for in- 
ducing modified controlled seizures alone 
or for electrostimulation alone, but also for 
combining these two types of treatment, so 
that the patient may have a safe therapeutic 
seizure without the apnea, confusion, im- 
pairment of memory, inertia, anxiety, or 
fear of subsequent treatments that is com- 
mon with the use of the older “shock’’ ma- 
chines, 

Material and Method 

During the two-year period that the Reiter 
Electrostimulator Model CW 47B has been 
available, I have used it on 21 private pa- 
tients for a total of 174 treatments. Of these, 
116 were stimulatory and 58 were convul- 
sive. Various techniques were employed, In 
certain cases electrostimulation alone was 
used. In others stimulation was given after 
each electroconvulsive treatment. Other pa- 
tients were treated with first a series of 
stimulatory treatments, then a series of 
convulsive treatments with stimulation after 
each treatment, and sometimes another series 
of stimulation treatments. Each electrocon- 
vulsive treatment was nearly always fol- 
lowed by an immediate electrostimulatory 
treatment in order to prevent apnea and 
other side effects from the seizure. In 4 cases 
stimulation was given with the Reiter ap- 
paratus to remove undesirable side effects 
produced by convulsive therapy given one or 
more days previously with one of the older 
types of electric “shock” machines. In some 
cases stimulation and various combinations 
of convulsive and stimulatory treatments 
were given in order to carry the patient 
through phases of depression and anxiety 
until both could be relieved and side effects 
eliminated. 


Analysis of Results 


My findings were largely similar to those 
reported by Alexander’ in 1950, and later 
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in his book"'*), However, my use of the Model 
CW 47B eliminated the necessity of using 
two machines. All the patients treated were 
either completely relieved of their symptoms 
or were improved. Proper use of the appara- 
tus enabled them to have safe seizures with 
minimal or no apnea, and no confusion, loss 
of memory, inertia, anxiety, or fear of fu- 
ture treatments. No fractures were sus- 
tained, and memory loss and other undesir- 
able side effects caused by other “shock” 
machines were removed. 

The types of conditions treated are given 


below: 


Agitated depressions .................- 
Anxiety reactions with depressive features ........ 
Anxiety reactions 
Conversion reactions . 

Depressive reactions .......... 

Manic reaction ...............-.. 


Agitated depressions 

The agitated depressions were found to 
respond best to the combination of a modi- 
fied seizure followed immediately by noncon- 
vulsive stimulation. Usually just two com- 
bined treatments were all that had to be 
given to render the patient symptom free. 
The greatest number of treatments that had 
to be given for this type of condition was 
six. In one severe anxiety reaction with de- 
pressive features that received combined 
convulsive-stimulative therapy, not only was 
there relaxation of tension, but also improve- 
ment in stuttering, insomnia, and a derma- 
tologic condition that had been present. In 
another anxiety reaction there was also im- 
provement in a long-standing neuroderma- 
titis and migraine. The greatest number of 
treatments that had to be given for an anx- 
iety reaction was 10. Six combined convul- 
sive-stimulative treatments was the largest 
number that had to be given for a severe 
depressive reaction with suicidal tendencies, 
Only six combined treatments also had to be 
given in a fairly severe manic reaction. Good 
improvement was had from combined treat- 
ment in 2 cases of paranoid schizophrenia. 


Barbiturate overdosage 

The stimulator was used in a unique case 
of barbiturate coma, in which the patient 
had been given a large quantity of barbitu- 
rates by other physicians within a short 
period of time for a hysterical reaction. Not 
only did the apparatus save the patient’s life, 
but it produced an excellent abreaction, with 
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resultant relief of the anxiety causing the 
hysterical condition. 

One of the best indications for the Reiter 
Electrostimulator is barbiturate intoxication 
or overdosage as in suicidal attempts. This 
technique has been found to be more efficient 
than any of the drugs such as Pictrotoxin, 
benzedrine, or Metrazol. By May, 1952, 
Robie’ had collected 79 cases of barbitu- 
rate intoxication that had been treated by 
various psychiatrists with the stimulator. 
One of the patients recovered after having 
ingested 177 grains of barbiturate, another 
after having been in a coma for seven days 
before stimulation was started, and a third 
after 228 hours of stimulation. The appara- 
tus is said to counteract about 2 grains of 
barbiturate per minute. The effect is im- 
mediate, with the patient’s respirations be- 
coming deeper and more regular. Since re- 
covery is quicker than with the drugs, there 
is less chance of permanent cerebral damage 
from prolonged coma. The technique is vir- 
tually specific for barbiturate intoxication, 
since death from barbiturate poisoning is 
usually the result of paralysis of the respira- 
tory center, and the latter is said to be ac- 
tivated by electrical stimulation. 

Other advantages of the Reiter Model CW 
47B are that the seizures, besides being mod- 
ified or subdued, are not preceded by the epi- 
letic cry that is often produced by other 
“shock” treatments; psychotherapy can be 
given more effectively since there is no con- 
fusion or memory disturgance; no mouth gag 
is necessary, and the safety of the procedure 
makes it more acceptable in the treatment of 
patients in outpatient departments and phy- 
sicians’ offices. Also the patient with amne- 
sia or confusion is able to continue working, 
maintain normal social activity, and avoid 
the psychologic trauma of confinement in a 
mental hospital. 


Illustrative Cases 


The following cases will illustrate more 
clearly some of the uses of the Reiter Elec- 
trostimulator Model CW 47B. 


Case 1 


A 52 year old housewife with a psychotic depres- 
sive reaction had received a course of 10 electric 
shock treatments, given with one of the older type 
apparatuses over a period of two and one-half weeks 
at another clinic. When I saw her following the 10 
treatments, she was extremely confused, her mem- 
ory was severely impaired, the inertia was so 
marked that she just sat in one place without any 
spontaneity; and, in fact, it was difficult to tell if 
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any improvement had been obtained in her basic 
depression. She was given a treatment with the 
stimulator one day after her last shock treatment. 
The next day she was much more spontaneous, and 
her memory began to return. Three days after the 
first stimulatory treatment she was given another. 
When seen four hours later she was much more 
alert and active. The next day very little confusion, 
impairment of memory, inertia, and evidence of 
depression remained, The patient was walking about, 
smiling, and anxious to get home to her family. 


Case 2 

A 20 year old housewife had received from sev- 
eral physicians a total of over 25 grains of bar- 
biturates, during a period of 24 hours, for a severe 
hysterical reaction, When I was called in as a con- 
sultant she was comatose, slightly cyanotic, and 
her respirations were shallow and irregular. She 
was given stimulatory treatments with the Reiter 
apparatus, and after a total of 19 minutes of stimu- 
lation she was fully conscious, responsive, her res- 
pirations were normal, the cyanosis had subsided, 
and there was no further hysterical screaming and 
overactivity. She began instead to have a good emo- 
tional abreaction, with crying and verbalization of 
various problems. When the latter behavior sub- 
sided, she was back to her normal self. Without the 
stimulatory treatments, she probably would have 
died. 
Case 3 

A 30 year old housewife with an inadequate per- 
sonality, anxiety, and slight depressive symptoms 
offered complaints also of tension, stuttering, der- 
matitis, and insomnia. She was started on a course 
of stimulatory treatments, and while the first six 
were being administered over a period of two weeks 
showed improvement as to tension, insomnia, der- 
matitis, and anxiety. An attempt was made during 
this course of six treatments primarily to remove 
the anxiety symptoms and to crystallize and poten- 
tiate the depressive symptoms. She was then given 
a combined convulsive-stimulatory treatment which 
relieved a great deal of the depression as well as the 
anxiety symptoms. Three more stimulatory treat- 
ments alleviated more anxiety, and her stuttering 
diminished. By this time she had had a total of one 
convulsive and 10 stimulatory treatments, and was 
essentially asymptomatic. However, she had an 
relapse several days later, associated with an epi- 
sode of heat prostration. Therefore, she was given 
a combined convulsive-stimulative treatment and 
was again asymptomatic. She had another relapse 
several days later following a severe laceration to 
her forehead. As she was again quite anxious and 
somewhat depressed, she was given an _ intensive 
stimulative treatment in order to relieve this anx- 
iety and also to bring about some further depres- 
sion so that it rather than anxiety could become the 
primary factor to be treated. This was done because 
experience has shown that a depression can be re- 
lieved more easily than anxiety, Then the patient 
was given a series of three convulsive treatments, 
each followed immediately by a mild stimulative 
treatment. At the conclusion of this series, the pa- 
tient was entirely asymptomatic and remained so. 


Comment 

The last case illustrates the fact that when 
anxiety is the primary condition to be treated 
in a state of mixed anxiety and depressive 
symptoms, many more treatments usually 
are necessary. Ten treatments by stimula- 


tion were necessary to relieve the patient’s 
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anxiety before she had her first relapse. 
After the second relapse, when her depres- 
sion was potentiated by further stimulation, 
only three combined treatments were neces- 
sary to render the patient asymptomatic. 
This principle of shifting the patient’s condi- 
tion in the direction of depression from a 
condition of mixed anxiety and depression 
and then treating the depression more ef- 
ficiently, thoroughly, and quickly has been 
tried in 6 other cases thus far, Good results 
have been had in all cases. This is the first 
known time that a psychiatric condition was 
intentionally converted from one rather diffi- 
cult to treat to another less difficult. 

The three following cases further illus- 
trate this principle of shifting a disease or 
condition in the direction of depression, 
which is always more amenable to therapy. 


Case 4 


A 39 year old housewife had been hospitalized for 
psychotic reactions in 1943, 1950, and May, 1952. 
She began to relapse again about ‘June 1, 1952, and 
I saw her first in consultation on June 19, 1952. 
Predominant among her symptoms and complaints 
were insomnia, emotional turmoil, delusions that 
her house was on fire and baby was dead, preoccu- 

ation, vagueness, blocking, tension, and agitation. 

he only depressive features were vague guilt feel- 
ings. Diagnosis was schizophrenic reaction—acute 
undifferentiated type. 

She was given her first electrostimulation under 
Sodium Pentothal the same day. There was definite 
improvement the next day in that there was less 
agitation, and no blocking or inhibition. On June 
21, she was given a second stimulatory treatment, 
and on June 23, a third. The anxiety symptoms were 
markedly improved and her delusional ideation sub- 
sided — that is, she was still overconcerned about 
her children but without believing there had been 
a death. Although the anxiety features had im- 
proved, the depression became more prominant, so 
that, because of the entrance of more affective fea- 
tures, the diagnosis was now schizophrenic reaction 
—schizo-affective type. On June 25 and 27, respec- 
tively, she was given a modified seizure with the 
Reiter apparatus, followed immediately by electro- 
stimulation. When seen on June 28 she was asymp- 
tomatic and was still so when last heard from in 
December, 1952. 


In this case I was able to carry the patient 
from an acute undifferentiated condition 
where ideational pathology was predominant 
to a condition where depressive or affective 
features were predominant, and then to 
eliminate the more amenable depressive 
tendencies. 


Case 5 


A 24 year old woman came to see me on March 
12, 1952, with a history of a low grade agitated 
depression since December, 1951. Because of the 
severity of her condition electrical therapy was felt 
to be indicated but was withheld because of a his- 
tory of spiral fusion in the past. Instead, she was 
given a course of subshock insulin therapy, which 
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resulted in slight improvement in the anxiety symp- 
toms but not in the depression. Just at this time 
the Reiter Model CW 47B became available, so she 
was started on this type of therapy. She received 
the first electrostimulatory treatment on May 23, 
1952, and the second and third treatments on May 
26 and 27. During the course of these treatments 
her anxiety symptoms showed marked improve- 
ment, but the depression became more prominant. 
On May 29, combined convulsive-stimulatory treat- 
ments were begun. With the Reiter apparatus I was 
able to give her a very gentle, controlled seizure 
that held no risk of spinal injury. The next day 
there was definite improvement in her depressive 
features, She was given a total of four combined 
treatments without any difficulty. After the second 
she stated that she felt better than she had in a 
year. There was a slight relapse, associated with 
domestic problems, after the fourth treatment, and 
she was given two more combined treatments. At 
the conclusion of the course of therapy, consisting 
of the preliminary three stimulatory treatments and 
then the six convulsive-stimulatory treatments, the 
patient was symptom free. There was no injury to 
her spine, and no memory difficulty or confusion. 
When last heard from on August 30, 1952, she had 
returned to school without any difficulty, and had 
just completed a course in trigonometry. 


Case 6 


A 33 year old woraan first consulted me on Janu- 
ary 21, 1952, with a history of migrainous head- 
aches since 8 years of age and neurodermatitis since 
22 years of age. The longest that she had gone 
without the severe headaches was four months in 
1941, and she had never been entirely free of the 
dermatitis since it began. She had been treated by 
various physicians, including certified dermatolo- 
gists ond. psychiatrists, without much permanent 
benefit. Three months of psychotherapy brought no 
definite improvement in her basic condition. It was 
uncovered, however, that she was basically a hys- 
teroid type of personality with dependency needs. 

She agreed to try electrostimulation, as it was 
reported to be helpful in some cases of neuroderma- 
titis and other psychosomatic problems. She was 
given the first electrostimulation on June 10, 1952. 
The next day she had a fairly severe headache, the 
first in five weeks, but then remained free of head- 
ache for at least seven months. She was given a 
series of four stimulatory treatments. During the 
course of the last two she began to complain of 
some depression. Coinciding with the onset of the 
depression, however, the neurodermatitis improved. 
Apparently affect in the form of anxiety that had 
been repressed and converted into neurodermatitis 
was shifted over into depression, with resultant 
relief of the neurodermatitis. To relieve the depres- 
sion the patient was given two combined convulsive- 
stimulative treatments. There was immediate clear- 
ing of the depression. Under continued psycho- 
nie the patient made much better progress 
than she had made before the electrical treatments 
were given. She was much better integrated and 
less compulsive in behavior, others commented upon 
her lack of tension, and her neurodermatitis con- 
tinued to improve. When last heard from in Decem- 
ber, 1952, she was still free of the severe migrain- 
ous headaches, 


This same basie principle is being applied 
at present to other psychiatric conditions. 
Reports will be published as research pro- 
gresses, 

Treatments with a Reiter Electrostimula- 
tor should always be tailored to each indi- 
vidual case. With the earlier electroshock 
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machines, anyone who could press a button 
could administer a prescribed series of 
treatments. With the Model CW 47B Elec- 
trostimulator, the operator needs a great 
deal of experience in order to use the modu- 
lation and current controls to the best ad- 
vantage and carry a patient through the 
phases of anxiety and depression. The tech- 
nical skill and experience that are needed 
with the Reiter apparatus are balanced, how- 
ever, by excellent results obtained within a 
shorter period of time. The Reiter therapy is 
more of a prescription procedure and less of 
a “shotgun” approach to the treatment of 
psychiatric patients. 


Summary and Conclusions 

1. Improved somatic therapy for psychi- 
atric disorders has led to the development 
of apparatuses which produce better results 
with minimal side effects. 

2. Nonconvulsive treatments have been 
found to be indicated for various conditions, 
and can be used in combination with elec- 
tric convulsive therapy. 

3. The Reiter Electrostimulator Model CW 
47B combines convulsive and nonconvulsive 
stimulatory treatments in one apparatus. 

4. When stimulatory therapy follows con- 
vulsive therapy, various undesirable side ef- 
fects such as apnea, memory difficulty, con- 
fusion, inertia, anxiety, fear of future treat- 
ments, fractures, and dislocations can be 
either entirely prevented or kept to a mini- 
mum. Stimulatory therapy not only prevents 
the development of these effects following 
convulsive therapy, but can remove residual 
effects of previous shock treatments. 

5. Reiter electrostimulation is felt to be 
the most efficient, quickest, and safest meth- 
od for the treatment of barbiturate coma or 
barbiturate intoxication now available. 

6. The modified seizures produced with the 
Reiter technique are safer for the patient, 
there is no epileptic cry, psychotherapy 
can be given more effectively since there is 
no confusion or disturgance of memory, no 
mouth gag is needed, and the safety of the 
procedure makes it more acceptable in the 
treatments of patients in outpatient depart- 
ments and physicians’ offices. 

7. The reciprocal relationship between 
anxiety and depression is well brought out 
by the use of the Reiter apparatus in various 
cases. This principle has been used in shift- 
ing certain conditions in the direction of de- 
pression, which is usually quite amenable to 
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therapy and often more so than the original 
condition. 


8. The Reiter Electrostimulator provides 
for a more individualized approach to the 
treatment of psychiatric and psychosomatic 
conditions, 
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REVIEW OF TWO HUNDRED AND 
NINETY HYSTERECTOMIES 
PERFORMED IN A SMALL 

GENERAL HOSPITAL 


FRED M. DULA, M.D. 
LENOIR 


The widespread interest in hysterectomy 
on the part of both doctors and laymen, and 
particuarly the tendency of certain people 
to consider the performance of this opera- 
tion as a racket except when done in one of 
the larger clinics or teaching hospitals, made 
a review of our own records in an attempt 
to evaluate the results of our work seem 
advisable. 

Material 

During the past seven and one half years 
we have done 290 hysterectomies. Of these, 
approximately 60 per cent have been supra- 
vaginal (group 1) and 40 per cent total pro- 
cedures (group 2). We have been fortunate 
in having no deaths. We have encountered 
no injury to bladder, ureter or gut, and no 
demonstrable damage to nerve supply of 
bladder, or vagina. 

Presenting complaints of these patients 
were abdominal or pelvic pain (90 per cent), 
abnormal vaginal discharge (88 per cent), 
dysmenorrhea (80 per cent), decline in feel- 
ing of well-being — that is, poor general 
health (80 per cent), menorrhagia and/or 
metrorrhagia (75 per cent), dyspareunia (75 
per cent), waning of sexual interest (42 per 
cent), and loss of time from work due to 
menstrual abnormalities and associated phe- 
nomena (25 per cent). Such complaints were 
usually multiple rather than single. 

Objective indications for operation were 
consistent with the findings reported by the 
pathologist, to whom all tissues removed in 
our surgery are submitted. These findings 
appear in the following table (when more 
than one pathologic diagnosis was given, we 
chose the major one). 

For anesthesia we have used spinal pro- 
caine, spinal Pontocaine, spinal procaine- 
Pontocaine mixture, nitrous oxide-oxygen in- 
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Table 1 Table 2 
Indications for Operation Results of Questionnaire 
Per Group 1 Group 2 
No. Cent Supravaginal Total 
Adenomatous hyperplasia of cervix... 1 0.7 Number of cases ................ 719 59 
Carcinoma of fundus uteri . ak: Ae Average number 
Carcinoma in situ, cervix . 4 38% 
Endometriosis ............... 10 Patients having had 
Endometritis, chronic 1.4 previous gynecologic 
Fibrosis of the endometrium ........... . 8 22 — Postoperative course 
Fibrosis of the myometrium Normal to excellent ...... 78 (99%) 56 (95% ) 
with hyperplasiic endometrium . 16 10.9 Some morbidity .............. 3 (5%) 
with endometrial polyp. ............. wae, Tae Present status, 
with atrophic endometrium ......... cit ee as compared 
with normal endometrium . tut ae: with preoperative 
Functional uterine bleeding, General health 
uncontrollable and strength 
Granuloma of the cervix ...... 3.6 SII, Ssyerecesccenrt 59 (74%) 41 (70%) 
Hydatidiform mole (chorionepithelioma ? ) | No change .............. 15 (20%) 13 (22% ) 
Infantile uterus with 5 (7%) 
intractable dysmenorrhea ..... General appearance 
Metaplasia of endometrium . ges Improve . 61(75%%) 49 (83%) 
Oopheritis, chronic . No change .............. 15 (20%%) 9(15%) 
Pelvic inflammatory disease, chronic ...... 8 5.9 3 (4%) 1 (2%) 
Pyometrium Emotional] status 
Squamous metaplasia of cervix . || (“nervousness”) 
Sterilization procedure 5 3.6 Improved ................ 41(51%%) 30 (51%) 
No change .............. 21 (28%%) 13(22%) 
duction ether, Pentothal induction ether, abies aaa 15 (20%) 16 (27%) 
Surital induction ether, and open-drop ether Improved 60 (78%) 44(74.6%) 
ious ti ‘ anes i o change .. 16 (21%%) 10(17%) 
at various times. Our only anesthetic com 5 (BA%) 
plication was cardiac arrest occurring in a Sexual interest 
case where spinal (procaine) anesthesia was Improved ................ 20 (23%) 14 (23.7%) 

being supplemented with intravenous Pento- 
thal sodium. The patient lived, but demon- Dyspareunia, if noted , 

ams ‘ Improved 49 (634%2%) 45 (76.38%) 
strates evidence of damage to the basal gang ted 
lia as result of the cerebral anoxia suffered Worse ........... B(6%%) 3(51%) 
during the period of cardiac arrest. Pelvic or 

mprove % 90% ) 
4 Results No change 6(8%%) 5 

All 290 patients were asked to return for Bay As wut 8(4%) 1(1%%) 
‘ aginal discharge 
interviews. Of these, 138 responded and sub 
mitted to a questionnaire. The results are No change _ 11 (15%) 4 (8% )** 
tabulated as follows: 1(1%%) 


Morbidity 

By “morbidity’’ we mean any appreciable 
storminess in the postoperative course, 
whether reflected in secondary shock, ileus, 
undue delay in return of bladder function, 
abnormal rise of temperature or white cell 
count, secondary hemorrhage or infection, or 
unusual persistence of pain. The term is not 
used to designate a critical or potentially 
moribund state, since this condition was not 
observed in our series of cases, 

Only one patient in group 1 (supravagi- 
nal) reported a stormy postoperative per- 
iod. She said she thought she ‘almost died, 
but they said I got along all right.” Survey 
of her chart and record reveals no evidence 


*These had no dyspareunia before operation. 
**These had no appreciable discharge before oper- 
ation. 


to support her report of appreciable mor- 
bidity. 

In group 2 (total procedure) 3 patients 
had appreciable morbidity. In one of these, 
friable tissues in conjunction with an in- 
adequate Ochsner clamp, allowed the uterine 
artery to get out of hand temporarily, ne- 
cessitating emergency transfusion. The post- 
operative course was uneventful. In another 
patient, delayed postoperative hemorrhage 
from one of the vaginal arteries required 
vaginal packing and transfusions. Conva- 


lescence thereafter was without event. In 
another, delayed hemorrhage and pelvic peri- 
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tonitis necessitated drainage through the or- 
iginal wound. This patient’s convalescence 
was somewhat stormy, but her condition 
soon became, and has remained, satisfac- 
tory. 

We believe that the use of the trocar- 
point needle in closing the vaginal vault 
may have allowed the cutting of previously 
placed sutures or ligatures, to account for 
the hemorrhage in the latter 2 cases. We 
now use the round-pointed needle through- 
out the procedure and have changed our 
technique to insure more adequate control 
of cervical and vaginal arteries. We rou- 
tinely place all ligature-sutures immediately, 
employing only the progressive single clamp 
on the arterial side; the uterine arteries 
are doubly ligated. We believe this system 
guards against the hazard of the loose uter- 
ine artery or branch. 


Comparison of Preoperative 
and Postoperative Status 

General health; In each group, 5 patients 
claimed their general health to be worse 
after operation; but examination failed to 
elicit physical evidence to substantiate this 
statement. Further analysis revealed that 
these same individuals appeared in the 
“worse” columns in three or more of the 
other factors studied. None had lost weight 
or gained excessively; none had lost time 
from employment after returning to work; 
all were doing their housework as well as 
before operation. 

It is interesting to note that most of those 
who claimed a decline in general health were 
entering or traversing the menopausal per- 
iod, or those whose advanced age would pre- 
clude the expectancy of much improvement 
in general health and strength. Two such 
patients were 70 at time of operation three 
and one-half years ago. Incidentally, it has 
been our custom to conserve normal viable 
ovarian tissue whenever possible in patients 
less than 40 years of age. Between 40 and 
45 our attitude is flexible, and at 45 and 
older we have routinely removed both ov- 
aries as a prophylaxis against subsequent 
malignancy. 


General appearance 

Only 4 patients (3 per cent) thought their 
general appearance was worse than before 
operation. Of these, 2 were more than 70. 
Another suspected her spouse of infidelity. 
The fourth had a life-long record of psychic 
inadequacy. The observer could hardly agree 
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that the general appearance of the latter 2 
patients had changed appreciably. 

In contrast, it is to be noted that of group 
1, 61 patients (71's per cent) and of group 
2, 49 (83 per cent) believed their general 
appearance to be improved, while 15 (201% 
per cent) of the former and 9 (15 per cent) 
of the latter could see no difference. 


Emotional status (“nervousness”) 

Fifteen patients (20 per cent) in group 1 
and 16 (27 per cent) in group 2 believed 
themselves to be more nervous after opera- 
tion. Of these, one had lost a son by car 
accident while she was in the hospital, and 
this loss is recognized as basic. One was the 
patient who suspected her husband of infi- 
delity. Two had alcoholic husbands whose 
abuse and lack of attention were recognized 
as the cause of their nervousness, Several 
are definitely menopausal in years and 
symptomatology. Two are of the psycho- 
logically inadequate type which no known 
treatment could correct. On the other hand, 
41 (51'% per cent) of group 1 (supravagi- 
nal) and 30 (51 per cent) of group 2 (total 
procedure) claimed definite improvement in 
their nervousness,” while 21 (28! per cent) 
of the former and 13 (22 per cent) of the 
latter could notice no difference. 


Ability to do work 

The change in time lost from work before 
and after hysterectomy was dramatic. Most 
of these patients (85 per cent) had lost at 
least one day from each month’s work on 
account of menorrhagia, metrorrhagia, dys- 
menorrhea, and pelvic pain over a period of 
from several months to several years. Of 
these 85 per cent, many had lost two or three 
days per month. One had lost an average of 
over one week per month for over one year. 
Only one in the supravaginal group claimed 
to have been less able to do her work after 
operation, and this patient was one who 
claimed to be worse in every factor studied. 
Her general appearance belied her report. 

In group 2, 5 (8.4 per cent) reported some 
postoperative loss of ability to work. Of 
these, 2 were over 70 years of age. One was 
the previously noted victim of alleged mari- 
tal infidelity. Another was the psychologi- 
cally inadequate person referred to pre- 
viously. The other had been an_ habitual 
complainer for a number of years, although 
her appearance hardly bespoke a weakened 
body. 
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In contrast, 60 (78 per cent) in group 1 
and 44 (74.6 per cent) in group 2 had lost 
no time from work after operation and were 
remarkably improved; 16 and 17 per cent 
of these groups, respectively, had lost no 
time either before or after operation. 


Sexual feeling and interest 

Twelve (16 per cent) of group 1 and 12 
(20.3 per cent) of group 2 reported some 
loss of feeling and interest in sex. However, 
20 (23 per cent) of the former and 14 (23.7 
per cent) of the latter reported improvement 
in this function; 45 (6014 per cent) and 
33 (56 per cent), respectively, reported no 
change whatsoever. I will not attempt to 
explain our findings in this regard other 
than to state our belief that in this most 
complex phenomenon psychology plays an 
extremely important part, perhaps the ma- 
jor part in the female. It is a well known 
fact that many women retain compiete sex- 
ual function many years after castration or 
physiologic menopause. Too often hysterec- 
tomy has been blamed for the waning of 
desire when in reality the disappearance of 
the Romeo they once knew in their husband 
is at fault. On the other hand, it is quite 
obvious that the removal of the source of 
menorrhagia, metrorrhagia, pelvic pain, and 
dyspareunia could set the stage for a revival 
of function which may have lain dormant 
from physical causes. 


Dyspareunia 

Five (6% per cent) in the supravaginal 
and 3 (5.1 per cent) in the total group re- 
ported persistent exaggerated postoperative 
dyspareunia. Of these, one was the suspi- 
cious wife. Two were married to alcoholics 
whom they had grown to fear or despise. 
Two were of the psychologically inadequate 
type mentioned previously, In contrast, 49 
(631% per cent) of the former and 45 (76.3 
per cent) of the latter group reported mark- 
ed improvement; 23 (31 per cent) and 11 
(18.6 per cent), respectively, had no dys- 
pareunia either before or after the oper- 
ation. 


Pelvic and abdominal pain 


Only 3 (4 per cent) of the supravaginal 
and 1 (1'% per cent) of the total group had 
more non-sexual pain after than before the 
operation. Removal of the cervical stump 
promptly cleared one of these cases, In an- 
other, recurrent femoral hernia was believed 
to be the cause of pain. One was our lady 
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of the truant husband. One was one of our 
problem patients, answering “worse” to all 
the questions, 

Meanwhile, 70 (88 per cent) of the for- 
mer and 53 (90 per cent) of the latter group 
reported less pain than previously; 6 (8 per 
cent) and 5 (8% per cent), respectively, 
had no significant pain before or after oper- 
ation. 


Vaginal discharge 

Only one patient in each group reported 
exaggerated vaginal discharge postopera- 
tively—the lady of the errant spouse and the 
chronic complainer who had seen no good 
in anything. 

In group 1 (supravagina!), 65 (84 per 
cent) reported marked improvement, while 
of group 2 (total) 54 (91'% per cent) were 
improved; 11 (15 per cent) and 4 (8 per 
cent), respectively, were unchanged. 

We formerly thought that the nondiseased 
cervix should be retained in the younger 
patients because of its probable benefit in 
sexual physiology. Our study shows that this 
is not true; its lubricating effect is negli- 
gible, and we found appreciably more post- 
operative dyspareunia in the supravaginal 
group. 

A properly done total hysterectomy, with 
high amputation of the vaginal cuff, does 
not foreshorten the vagina appreciably. The 
round ligaments can be anchored to the va- 
ginal vault just as well as to the cervical 
stump. We have not encountered either the 
sagging vagina and cystocele or the clinical 
foreshortened vagina following the total pro- 
cedure. 


Subsequent malignancy 

Another important consideration in de- 
termining whether or not to perform the 
supravaginal or total procedure, is the sub- 
sequent development of cancer of the cer- 
vical stump. In our series of approximately 
175 supravaginal cases, we have encoun- 
tered subsequent development of cancer of 
the cervix in 7 cases, or 4 per cent. Among 
the 110 patients having the total procedure 
were 10 cases of either squamous metaplasia 
or carcinoma in situ; there was one carci- 
noma of the fundus uteri. Thus it is seen 
that 10 per cent of all our cases in group 2 
(total procedures) were either potential or 
actual malignancies. Another factor of rela- 
tive importance to note in this decision is 
the 15 per cent persistence of vaginal dis- 
charge in the supravaginal group. 
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In our over-all series, 19 (6.6 per cent of 
all cases) have been either potential or ac- 
tual malignancies. Protection against the 
possibility of cancer of the cervix is in itself 
sufficient reason for doing the tctal opera- 
tion rather than the supracervical proce- 
dure. 


Patient’s opinion 

Our final question to our patients in this 
questionnaire was, “Would you repeat the 
operation if you were again faced with the 
decision?” 

Four (5 per cent) of group 1 and 1 (1.6 
per cent) of group 2 responded “no”; 71 
(92 per cent) of the former and 56 (95 per 
cent) of the latter answered a ready “yes”; 
2 (3 per cent) and 2 (3'% per cent) respec- 
tively were not sure. Of the “noes”, one was 
the lady of the trifling husband. Two were 
of the psychologically inadequate type. One 
was the patient who required drainage due 
to delayed hemorrhage and pelvic periton- 
itis. 

Several of the operations here reported 
were done as sterilization procedures, Con- 
comitant prophylactic appendectomy was 
done in practically all cases where the ap- 


pendix was present; we have not noted any 
appreciable increase in morbidity as a result 
of this procedure. 


Comment 

We cannot agree with the critics of Dr. 
W. L. Thomas, whose paper, “Prevencep- 
tion Insurance: Panhysterectomy vs Tubec- 
tomy,” stirred up quite a tempest at the 
last meeting of the Southern Medical Asso- 
ciation. We believe, along with him, that the 
only function of the uterus is that of its role 
in procreation, and that when it ceases to 
fulfill that role it may well become a hazard 
to health and life. Its proper removal should 
not materially affect the mortality statistics 
of gynecologic surgery. 

Our studies show that in this series 53 
(39.3 per cent) of the patients had had at 
least one previous gynecologic surgical pro- 
cedure—usually consisting of tubal ligation, 
uterine suspension, and removal of ovarian 
cyst (frequently removal of the entire ov- 
ary). Although we cannot prove the point 
statistically, we have a definite impression 
that such procedures, especially that of tubal 
ligation, set the stage for the later neces- 
sary hysterectomy. Certainly, in our series, 
39.3 per cent of these patients would have 
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benefited from hysterectomy performed at 
the time of the previous operation. Further - 
proof of this statement is found in the fact 
that the total hysterectomy group, which 
averaged 5!4 years older than the other, had 
an average of 3! children—less than the 
younger group. Surely, uterine-tubal-ovar- 
ian disease must be considered in the lag in 
childbirth of this older group. 

Nor do we agree with those who hold that 
justification for hysterectomy must finally 
depend upon the pathologist. He can classify 
the inert organ but cannot know how much 
the woman who carried it bled, how badly 
she felt, how much time she had lost from 
work, how much maladjustment had result- 
ed from her inability to enjoy marital and 
domestic life or properly contribute thereto. 
Nor can he or any other impersonal scien- 
tist know the degree of economic upset 
which has resulted or will result from bring- 
ing another mouth to feed into an already - 
overcrowded family. Nor can he decree the 
extent to which any mother should con- 
tribute to the increase of the population be- 
fore she has done her duty to society. 


Summary 

1. Results of follow-ups interviews with 
138 out of 290 patients who have undergone 
hysterectomy have been presented. There 
were no deaths in the series, and the mor- 
bidity (stormy postoperative course) was 3 
per cent. 

2. One hundred and twenty-seven (93.5 
per cent) of our patients believe their oper- 
ation to have been of significant value to 
them and would not hesitate to repeat the 
procedure if faced with the same preoper- 
ative problems. 

3. The ratio of patients answering “im- 
proved” in all factors to those answering 
“worse” is 10.1 to 1. 

4. We believe that the incidence of carci- 
noma in the cervical stump (4 per cent in 
our series) justifies the employment of total 
rather than supravaginal hysterectomy in 
all cases. 

5. We believe that the over-all incidence 
of potential (squamous metaplasia) and ac- 
tual malignancy of the cervix and fundus 
uteri (6.3 per cent of all our cases of chronic 
pelvic complaint) further justifies hysterec- 
tomy rather than tubectomy in prevencep- 
tion. The economic aspect of preventable 
second operations must be borne in mind in 
making this choice. 
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6. Although our series is small, we be- 
lieve that it is sufficiently large to serve as 
an index to the adequacy of the gynecologic 
surgery which is being done in our small 
general hospital. 


Reference 


Prevenception Insurance: Panhysterec- 


1. Thomas, W. L.: 
46:8 (Aug.) 1956. 


tomy va Tubectomy, South. M. J. 


EMOTIONAL ASPECTS OF PRESENT 
DAY OBSTETRICS 


KENNETH A. POoDGER, M.D. 
DURHAM 


Ever since obstetrics became an indepen- 
dent speciality in about 1850, the search for 
the ideal analgesia and anesthesia for the 
parturient woman has been going on. The 
pendulum has swung from the era of twi- 
light sleep to that of Grantley Dick Read, or 
natural childbirth, each method having its 
ardent exponents. Both schools have come 
to realize, however, that neither method is 
perfect. Efforts are still underway to dis- 
cover an anesthetic technique that will make 
childbirth a physically comfortable, if not 
painless, and psychologically satisfying ex- 
perience for the mother, who is passing 
through a period that should be one of the 
happiest of her life. 

Obstetricians and gynecologists are, in a 
way, taking the place of the family physi- 
cian for many modern women. This being 
true, let us not shirk the responsibility of 
evaluating the results of our care and of 
helping to prevent the one-child families, 
“frigid wives,” and postpartum cripples. 
Rarely does a day go by that we do not see 
a patient with one of these complaints. The 
history reveals that the patient has not 
been well since the birth of her child. Fur- 
ther questioning discloses that she received 
neither analgesia nor sedation during labor, 
and consequently remembers the experience 
as a nightmare. 

While I am certain that none of us is 
guilty of neglecting the patient’s physical 
well being during pregnancy and childbirth, 
I am afraid that many of us are guilty of 
neglecting the patient’s psyche. The reac- 
tion of the pregnant woman is not her usual 
response to life situations. She tends to over- 
emphasize unusual sensations, and is fre- 
quently supersensitive to sensory impres- 
sions. Many patients must be assured that 
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pregnancy is a normal condition, and must 
be shown the importance of adjusting them- 
selves to it accordingly. Uncomplicated preg- 
nancy is not a disease, although many 
women today view it as such. They should 
be led to understand that pregnancy and de- 
livery, skillfully handled, entail only a min- 
imum of danger. Unreasonable fears should 
be allayed; superstitions should be over- 
come; the role of the hospital should be 
thoroughly demonstrated. 

The prenatal period, when the patient is 
most receptive and amenable to suggestion, 
has been found to be the best time for allay- 
ing any fears and tensions which may obsess 
the patient. Although childbearing is a fa- 
miliar biologic phenomenon, little is known 
about its specific emotional components and 
its meaning to the pregnant woman. While 
it is the primary aim of the obstetrician to 
deliver a live baby with the least possible 
trauma to mother and child, a second objec- 
tive is to guide and control the situation in 
such a manner as to keep anxiety and psy- 
chologic, physiologic, and behavioral reac- 
tions at a minimum. 


Program of Prenatal Preparation 


During the past four years we have de- 
veloped in our private practice a program 
which includes instruction during preg- 
nancy and guidance during labor. The in- 
structional part of the program has been di- 
vided into two categories: (1) talks by the 
doctors, and (2) exercise classes. Both are 
attended by mothers in groups, a factor 
which seems to inspire confidence and stim- 
ulate discussion. The first talk is directed to 
prospective mothers in the first trimester of 
pregnancy, and deals with the nature of 
pregnancy. The second is usually given a 
few weeks before the expected time of con- 
finement, and concerns the actual birth pro- 
cess. The exercise classes, which aim to in- 
crease the tone and control of abdominal, 
back and pelvic muscles, are conducted by 
physiotherapists. 

Guidance during labor consists of having 
the patient utilize the relaxation methods and 
abdominal breathing that were a part of her 
prenatal instructions. We attempt to keep 
the patient informed as to her progress and 
what to expect next. Last, but most impor- 
tant, we try never to leave her alone. Either 
the nurse or one of the doctors is in atten- 
dance at all times. The results of these ef- 
forts have been very gratifying. In the year 
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before this program was started 64 per 
cent of 416 patients received enough seda- 
tion to produce amnesia, After the program 
was well underway, only 4 per cent of 1,018 
patients received enough sedation to pro- 
duce amnesia. 

The results of this program must be 
judged subjectively since there are no ob- 
jective tests by which they can be measured. 
It has been noted that patients who have 
been conditioned for delivery exhibit a much 
greater degree of self control and definitely 
do not complain of the pain of uterine con- 
tractions as much as do those who have not 
been so conditioned. Whether or not this is 
due to a raising of the individual’s pain 
threshold or whether it is entirely the re- 
sult of prenatal suggestion we cannot say. 
It appears certain that labor is physiologic- 
ally easier for these patients, and that fol- 
lowing the birth process they experience a 
greater sense of well-being than do patients 
who have had no such preparation and have 
been sedated to the state of amnesia. 

Conclusion 

Time and again we see emotionally imma- 
ture patients who remain in this stage or 
even regress following their pregnancy. 
Many of us have attributed this situation 
to the patient’s inability to adjust to parent- 
hood, to the husband’s lack of cooperation or 
to financial troubles. On the other hand, I 
have seen many patients who have had care- 
ful preparation and supervision during the 
prenatal period emerge from this experience 
as mature women, properly prepared for 
motherhood. The feeling of accomplishment, 
a woman obtains by having her baby the 
natural way is something which few whe 
have not experienced it can comprehend. 
Anyone who has observed patients who have 
received the proper prenatal conditioning, 
however, will find this to be true. Use anal- 
gesia and anesthesia as they are required, 
but don’t neglect to evaluate the patient as 
an individual. As a hunter friend of mine 
once told me, “If you want to find a bear you 
have to think the way a bear thinks.” An 
analogy for us obstetricians could be: “If 
you want to help a pregnant woman, you 
have to think the way a pregnant woman 
thinks.” 

The practice of obstetrics and gynecology 
has emerged from its infancy and is now ma- 
turing to the level reached by other leading 
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specialities. This is so because our leaders 
have continually tried to improve the ma- 
ternal and infant mortality and morbidity 
rates. In our effort to accomplish this, let 
us not lose sight of the everchanging and 
improving status of our patients. The days of 
“do it because I say so” are gone, and right- 
fully so. The time and effort required to en- 
lighten our patients and give them a more 
active part in parturition is as important as 
that devoted to keeping them physically fit. 


ADVANCES IN THE MANAGEMENT 
OF CHRONIC GRANULOCYTIC 
LEUKEMIA 


A Report of 170 Cases 


ROBERT J. REEVES, M.D. 
JOSEPH A. Boyp, M.D. 
and 
MURRAY T. JAUKSON, M.D.* 
DURHAM 


Leukemia is no longer regarded as a rare 
disease. In 1942 the Bureau of Vital Statis- 
tics’ stated that the condition accounted 
for more deaths than all the combined con- 
tagious diseases in the United States. Sacks 
and Seeman’ reported that from 5,000 to 
6,000 deaths result annually from the dis- 
ease, Gauld and Robson'"’, in two separate 
surveys carried out in Scotland, found that 
in 647 patients with leukemia the lymphocy- 
tic group exceeded the chronic granulocytic 
type. They found the average age incidence 
of the chronic myeloid type to be 49.8 years. 

During the past few years clinical and 
research workers have tried varying combi- 
nations of therapy, hoping to improve the 
results obtained by means of roentgen irra- 
diation. Available methods for use in pa- 
tients with leukemia are as follows: (1) 
total body and regional roentgen irradia- 
tion; (2) radioactive phosphorus (P,.); 
(3) blood transfusions; (4) urethane (ethyl 
carbonate) ; (5) the nitrogen mustard group, 
including HN, and triethylene melamine 
(TEM). 

The approach to the treatment of chronic 
granulocytic leukemia has been aided during 
the past 10 years by a more comprehensive 


From the Department of Radiology, Duke Hospital and 
School of Medicine, Durham, North Carolina. 


*Trainee, National Cancer Institute. 
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knowledge of ionizing radiation and the ef- 
fect on tissues. Since the myeloid elements 
are particularly sensitive, their destruction 
by irradiation is easily obtained within the 
limits of safe dosage for the organisms as a 
whole. Recent advances in therapy and the 
readily accessible supportive agents have al- 
lowed us to give more effective doses safely. 


Total Body Irradiation 

For the past 20 years we have advocated 
total body irradiation, but in reviewing our 
cases we have been impressed by the fact 
that a good follow-up could not be obtained 
and regular treatments could not be carried 
out. This fact has definitely influenced long- 
evity (charts 2 and 3). 

It has been definitely proved that the leu- 
kemic patient will do much better if the 
acute exacerbation of the disease can be pre- 
vented, This fact is borne out by Osgood“), 
who in 1951 reported a 10-year follow-up of 
patients treated with a regularly spaced, 
total body irradiation. He gave fairly defi- 
nite proof that with a regular routine of 
spray irradiation, leukemic patients are able 
to spend over 80 per cent of their remain- 
ing life span at their normal occupation and 
recreation, Osgood has shown quite clearly 
that a method of titrated, regularly spaced, 
total body irradiation causes a decreased 
rate of cell division and increased cell de- 
struction. Marrow and blood studies should 
be carefully observed. 

It is well known that irradiation will not 
destroy all leukemic cells and that small 
doses adapted to the individual patient 
should be given at repeated intervals. The 
treatments should be spaced so as to achieve 
and maintain as long as possible the opti- 
mum state of health. A balanced, high calorie 
diet should be followed. Patients with an ac- 
quired hemolytic or other anemia may re- 
quire transfusions as a supportive measure. 

The objectives of therapy have been out- 
lined by Osgood as follows: 

1. A uniform dosage spaced at intervals 
that will enable the patient to maintain his 
usual] activities 

2. A leucocyte count of between 10,000 
and 20,000 

3. Hemoglobin concentration, erythro- 
cytes, and thrombocytes within normal 
range 

4. Body weight and lymph nodes normal 
or near normal 
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Chart 1 
Patient’s Course from Onset of Treatment 


Vhite Blood Cells 


Therapy 
Urethane 
Urethane 
Urethane 
Urethane 
discontinued 
temporarily 
Urethane 
59,000 Urethane 

dose reduced 
162,000 Urethane 
discontinued 
120,000 ++++ TEM 
640,000 (51%) ++++ TEM 
235,000 9 i TEM 


112,000 TEM 


71,000 TEM 
58,000 TEM 
99,000 Total body 
irradiation 
25 r 
25 r 
25 r 


Liver /Spleen 


++++ 


Date 
9/8/51 
9/11/51 
9/18/51 
10/24/51 


Hemoglobin Gm. 


252,000 
299,000 
325,000 

3,700 


aN 


4/21/52 
5/28/52 


8/7/52 
8/19/52 
8/29/52 

10/20/52 
12/31/52 
3/23/53 


5/18/53 
7/27/53 


107,000 


+++ + 
++++ 


7/28/53 
7/29/58 
7/30/53 
8/10/53 
8/24/53 
8/31/53 

9/9/53 


60,000 
28,000 

9,750 
24,950 
24,000 
24,000 


20 r 
25 r 
Irradiation 
to spleen 
15 r 
150 r 
150 r 


+4+4+4+4++4+ 
+4+4+4+4+44 
+++4+4+44 
+4++4+4+44 


9/10/53 
9/12/53 


19,000 
15,000 


+ 
++ 


5. No abnormal bleeding, skin lesions, or 
bone pain 

6. Liver and spleen at or above the costal 
margin. 

The dosage schedule for granulocytic 
leukemia must be varied, since some patients 
are so radiosensitive that the first dose may 
cause a marked drop in the white cell count. 
The usual dose of spray x-ray is 25 roent- 
gens, given at a distance of 200 cm. The 
dose is repeated according to the response 
necessary to induce a remission. Total body 
irradiation frequently, though not always, 
will reduce the size of the large spleen. Fi- 
brotic spleens or those previously irradiated 
may not respond to spray irradiation and 
consequently require local therapy or pos- 
sibly surgical removal. Occasionally, splenic 
irradiation may bring about a remission, 
but irradiation of the whoie body usually re- 
sults in better control of the disease. The 
leucocyte count and hemoglobin are the most 
helpful guides, but other findings, such as 
changes in the size of the liver and spleen, 
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Chart 2 
Longevity Curve 


LIVING 
YEARS NUMBER_ 
4 
5-6 
6-7 
7-8 


(8) 


VIM 
3 


> 


bone marrow studies and bleedirg tendency, 
are also important. 

The titrated or regularly spaced therapy 
differs somewhat from the usual routine in 
that the aim is to achieve a maintenance 
dose rather than to wait for a recurrence. 
Treatments are given once weekly at first, 
allowing time for evaluating the effect of 
the previous dose, After a maintenance dose 
is found, treatments may be spaced at longer 
intervals. The maintenance dose may vary 
from 10 to 30 roentgens of total body irradi- 
ation, or from 1 to 3 millicuries of Ps. given 
intravenously. 

The interval between treatments is usually 
from 4 to 12 weeks. In the terminal stage, 
however, this schedule cannot be followed. 
The treatments must be directed toward 
preventing a recurrence of symptoms. 


Review of Cases 


In a series of 180 treated cases of chronic 
granulocytic leukemia, we were able to study 
170 records, and of this group we obtained 
follow-up reports on 115 cases. 

The age, sex, and race incidence, and du- 
ration of symptoms before treatment were 
tabulated. It was noted that the incidence 
in males and females is about the same, 
whereas other writers have found a possible 
predominance of leukemia, especially of the 
lymphocytic type, in the male. It is also 
noted that there were more white patients 
than Negro patients; however, of the total 
number of patients examined, the larger per- 
centage were white. 

Chart 2 gives the survival time of the de- 
ceased patients from the onset of the dis- 
ease, with the average life span. With our 
present modified treatment and improved 
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Most of the patients seen during the past three 
years are not included, since they have received 
chemotherapy. 


follow-up, with the regular return of pa- 
tients for treatment, we believe will show 
that the longevity will be decidedly increased 
during the next 10 years (chart 3). 


Case Report 

A 52 year old white man was admitted 
to Duke Hospital September 7, 1951 with 
the chief complaint of progressive weight 
loss (40 pounds) and extreme weakness of 
two and a half months’ duration. Shortly be- 
fore admission his family doctor had found 
his spleen to be enlarged. The pertinent phy- 
sical findings were those of marked hepato- 
splenomegaly and ankle edema. 

Blood studies on admission revealed 3,- 
140, 000 red blood cells with a hemoglobin 
of 8.7 Gm., hematocrit 26, and white blood 
cell count of 252,000. Bone marrow studies 
showed a myeloid-erythroid ratio of 16.1. 

On September 8, 1951, urethane therapy 
was started and continued until May 28, 
1952. During this period the white cell count 
was consistently high, and the spleen was 
generally grossly enlarged. On only one oc- 
casion did the white count drop, and this 
count was so low that it indicated acute and 
toxic marrow depression. The patient felt 
quite ill most of the time and gave up his job. 

Because of his poor response to urethane, 
this drug was discontinued in August, 1952, 
and TEM was started. Varying doses of 
TEM were given until July, 1953. Again the 
white count remained elevated, and the pa- 
tient suffered considerable discomfort from 
the enlarged spleen. He experienced con- 
siderable nausea and vomiting, and became 
quite depressed while taking the drug. 

On July 27, 1953, total body spray irradia- 
tion was started and 25 r in air were given 
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on three successive days for a total of 75 r. 

On August 12 the white cell count was 
9,750, the hemoglobin was 8.5, and the pa- 
tient was feeling quite well. 

On August 24 the white cell count was 
24,925, the hemoglobin was 9.2, and the 
spleen was still enlarged. 

On August 31 the white cell count was 
24,500, the hemoglobin was 9.9 and the 
spleen still was enlarged. 

On September 9 a course of irradiation to 
the spleen was instituted, resulting in grad- 
ual reduction in size. 


Summary 


The following facts concerning the treat- 
ment of leukemia appear to have been clearly 
established : 

1. There is no cure for the disease. 

2. The palliative results of irradiation 
are often excellent, and a patient may be 
maintained in a virtually normal condition 
for 80 to 90 per cent of his survival period. 
It is therefore believed that irradiation is 
the treatment of choice. 

8. When a patient becomes refractory to 
one form of treatment, benefit may be ob- 
tained from some other therapeutic agent 
(see case report). 

4. Recent advances in therapy and the 
readily accessible supportive agents have al- 
lowed us to give more adequate irradiation 
dosage safely. 

5. For the past 20 years we have advo- 
cated total body irradiation, but in review- 
ing our cases we have been impressed by the 
fact that some of the patients have received 
inadequate irradiation because of failure to 
return for treatment as instructed. This has 
decidedly influenced the longevity curve 
(chart 3). 

6. A series of 115 patients followed from 
three to ten years had a variety of treat- 
ments, and many for various reasons did 
not receive as much irradiation as we had 
planned. 

7. The chemotherapeutic agents often 
serve as an adjunct to irradiation, especially 
in the lymphocytic group. 

8. The method of regular titrated total 
body irradiation has good prospects (a) of 
inducing remission, and (b) of preventing 
exacerbation by control of the disease. 

We believe that roentgen therapy offers 
more promise than any other single method 
of therapy. 
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SOLITARY SPLENIC ABSCESS 
ASSOCIATED WITH 
SICKLE CELL ANEMIA 


LOCKERT B. MASON, M.D. 
and 
WALTER L. CROUCH, M.D. 


WILMINGTON 


Solitary abscess of the spleen is infre- 
quent, but by no means a rarity. The in- 
creasing use of antibiotics for all infections 
probably will lower the incidence of splenic 
abscess. Another effect of these drugs has 
been to obscure the clinical picture as it 
was known in the past. Alteration of the 
acute course of the condition in the present 
case delayed necessary definitive treatment 
at the site of infection. The initial response 
of the fever curve to the antibiotics, followed 
later by splenomegaly, led the attending 
physicians to believe that the problem was 
that of blood dyscrasia with splenomegaly 
following improvement from pneumonitis. 
Actually, the patient did have a blood dys- 
crasia, but one that is usually associated 
with splenic atrophy rather than splenome- 
galy. Diseases associated with the latter pre- 
dispose to splenic abscess, but this is not 
the case with sickle cell anemia. Probably 
the only significant link between sickle cell 
anemia and abscess of the spleen is the di- 
minished resistance to infection which ac- 
companies the anemia. 


Case Report 

A 6 year old Negro girl was admitted to 
James Walker Memorial Hospital June 3, 
1953, because of fever associated with rales 
over the lung fields, and splenomegaly. Three 
weeks previously she had had a tonsillectomy 
as an outpatient. Following the operation 
she ran a febrile course associated with left 
basilar rales. The fever responded initially 
to antibiotics, but recurred before admis- 
sion. On June 3 splenomegaly, which had not 
been noted previously, and anemia were 
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found. She was admitted for further inves- 
tigation. 

On admission to the hospital she appeared 
acutely and chronically ill. There were scat- 
tered moist rales over both lung fields. The 
lower pole of the spleen was palpable four 
fingerbreadths below the left costal margin, 
and the liver was palpable two finger- 
breadths below the right costal margin. The 
mucous membranes were pale. The remain- 
der of the physical examination was not 
remarkable. 

On admission a urinalysis was within nor- 
mal limits. The blood count revealed a hemo- 
globin of 6.1 Gm. per 100 cc. and 2,700,000 
red cells per cublic millimeter. A sickle cell 
preparation showed 80 to 90 per cent sickling. 
A diagnosis of sickle cell anemia with crisis 
was made. 

In spite of the administration of penicillin 
and sulfonamides, the temperature spiked to 
103.6 F. daily. The drugs were discontinued 
in favor of Aureomycin on the third day. 
Two transfusions of 250 cc. whole blood 
were given. On the fifth hospital day there 
had been no response to either the blood 
transfusions or the antibiotics, and the 
child’s condition appeared worse. At this 
time it was noted that the spleen was slightly 
larger, and was very tender, producing a 
visible protrusion of the abdominal wall in 
the left upper abdominal quadrant. There 
was a loud friction rub over the protrusion. 
The lower pole of the spleen was not bal- 
lottable, but felt cystic. It was then realized 
that disease within the spleen rather than 
'the sickle cell crisis was the primary prob- 
lem, and operation was elected. The preop- 
erative diagnosis was splenic infarct with 
liquefaction and necrosis. 


Operation 

Exploration was undertaken through a 
transverse incision. The omentum was ad- 
herent to a large mass in the left upper 
quadrant. After the omentum was freed, 
the mass was found to be the spleen—en- 
larged and tense—extending down to the 
level of the umbilicus. The surface of the 
spleen was pale. Anteriorly and laterally it 
was fixed to the parietal peritoneum by 
tough adhesions. Medially the stomach and 
liver were plastered to the spleen. 

Since delivery of the spleen was impos- 
sible, the pedicle was approached anteriorly 
through an opening in the gastro-colic omen- 
tum. The splenic vessels could not be identi- 
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Fig. 1. Photograph of the surgical specimen. The 
spleen has been opened longitudinally. 


fied in the friable inflammatory tissue at the 
tail of the pancreas. By tedious sharp and 
blunt dissection the spleen was freed from 
the adjacent organs. In this process, the 
cavsule was ruptured, releasing thick brown 
pus, marked by a fecal odor. Approximately 
750 cc. of the pus was evacuated, with mod- 
erate spillage into the peritoneal cavity. 
With the spleen thus evacuated, the pedicle 
was divided and the spleen removed. No 
bleeding resulted from division of the pedi- 
cle. Presumably the vessels had thrombosed. 
Five hundred thousand units of penicillin 
and !% Gm. of streptomycin were sprayed 
into the splenic fossa. A large drain was 
placed in the subdiaghragmatic space and 
the wound was closed in anatomic layers. 
During operation the patient received 1000 
cc. of blood by transfusion, and her condi- 
tion remained good throughout. 
Postoperatively, she was given penicillin, 
streptomycin, and sulfonamides. Peristalsis 
returned and the nasogastric suction was 
discontinued on the first postoperative day. 
Abdominal distention and vomiting required 
temporary resumption of the tube on the 
second day. Some laryngeal stridor de- 
veloped and was attributed to the indwelling 
gastric tube. For this the patient was given 
small doses of cortisone, and the stridor 
cleared rapidly. The temperature was nor- 
mal on the third day and remained so until 
discharge. Drainage from the wound was 
never profuse, and the drain could be re- 
moved on the fifth postoperative day. The 
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patient was discharged on June 19, at which 
time the hemoglobin was 8.7 Gm. per 100 cc. 
Culture of the pus from the spleen showed 
Staphylococcus aureus, nonhemolytic gram 
positive streptococcus, and diplococcus. The 
spleen, which had been deflated at operation, 
measured 6.5 by 8 by 12 em. after fixation 
in formalin. Cut section revealed a mere 
shell of splenic tissue, 8 to 12 mm. in thick- 
ness, surrounding a large central cavity. The 
inner surface was shaggy. Microscopic ex- 
amination confirmed the diagnosis of sub- 
acute organizing abscess of the spleen. 
Following discharge from the hospital the 
child continued to do well. As would be ex- 
pected, there was no change in the sickle 
cell anemia after splenectomy. The hemo- 
globin remained at essentially the same level 
as on discharge. She was readmitted to the 
hospital August 10, 1953, for drainage of a 
superficial abscess within the wound, Con- 
valescence was uneventful. When last seen 
on August 15 she was doing well except for 
the hemoglobin, which was 8 Gm. per 100 cc. 


Comment 
This splenic abscess most likely arose from 


septicemia following tonsillectomy. Low re- 
sistance to infection, which occurs with 
sickle cell anemia, contributed to its propa- 
gation. Splenic damage from the sicklemia 
may or may not have been a factor, Splenic 
abscess may be either multiple or solitary. 
Multiple abscesses are usually encountered 
at the autopsy table in association with sep- 
ticemia from a variety of causes. Solitary 
abscesses are clinically significant, because 
they may be diagnosed and cured by proper 
treatment. The majority of solitary abscesses 
are also metastatic from infections elsewhere 
in the body, the bacteria entering the spleen 
by the splenic artery or by the splenic vein 
in retrograde phlebitis of the portal system. 
Splenic abscess from distant infection is 
more likely to occur in patients with a di- 
minished resistance to infection. Other less 
frequent causes of solitary abscess are trau- 
ma or extension from adjacent organs, There 
is reason to believe that spleens diseased by 
malaria, certain anemias, and tropical dis- 
eases predispose to splenic abscess. 

The symptoms and signs of solitary splenic 
abscess vary somewhat with the location of 
the abscess within the spleen. If the abscess 
is predominantly at the upper pole, there 
may be left upper quadrant pain and ten- 
derness without appreciable splenomegaly. 
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There is frequently splinting of the left 
hemidiaphragm. If the abscess is at the lower 
pole or involves the entire organ, the spleen 
is palpably enlarged and very tender. It is 
fixed by perisplenic adhesions and frequently 
causes a visible protrusion of the abdominal 
wall in the left upper quadrant. Fever is 
usually of the high spiking type. However, 
with the use of antibiotics, the course may be 
subacute and fever low grade. 

In the past, splenectomy has been done 
only rarely because of the technical difficul- 
ties and the danger of contaminating the 
peritoneum. Marsupialization or drainage 
has been satisfactory in most instances, Per- 
cutaneous aspiration should be done in the 
operating room only as a diagnostic measure 
prior to definite surgical measures. If the 
operation can be done under optimum con- 
ditions, including adequate blood replace- 
ment, antibiotics, and skilled assistance, it 
is likely to result in cure, with shorter con- 
valescence than after either marsupialization 
or drainage. 


THE MANAGEMENT OF 
EXTERNAL OTITIS 


ALAN DAVIDSON, M.D. 
NEW BERN 


During the past four years I have seen 
many cases of external otitis, most of which 
originated at the beaches near New Bern. 
The observations made in these cases, to- 
gether with some study of the literature on 
this subject, form the basis for this paper. 

External otitis is a chronic disease marked 
by acute exacerbations and long periods of 
remission. At times different stages of the 
disease may be observed in the same ear. In 
its acute phase, external otitis is extremely 
painful and disabling. An acute attack is 
characterized subjectively by itching, pain, 
tenderness of the ear, loss of hearing, and 
occasionally dizziness. Objective findings are 
edema of the canal and periauricular area, 
and a discharge in the canal. The patient’s 
disability usually seems to be out of propor- 
tion to the objective findings. The disease 
can be very refractory to treatment, dis- 
couraging to both the patient and the phy- 
sician. 

Read before the Section on Ophthalmology and Otolaryngol 
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External otitis is seasonal in eastern North 
Carolina. The first few cases appear in late 
April. The incidence reaches a peak in mid- 
July, and begins to decline late in August. 
By October few acute cases appear. The in- 
creasing prevalence of external otitis within 
recent years is apparently related to the re- 
turn of servicemen from the tropics. 
Pathogenesis 

Etiologic factors 

The occurrence of external otitis is not 
dependent upon getting water into the ex- 
ternal auditory canal, since I have observed 
many cases in persons who haven’t washed 
or been swimming in weeks. In such cases 
it is possible that sweat plays a part in the 
pathogenesis of this condition. Swimming in 
a hot, humid climate can be hazardous, how- 
ever, unless care is observed in drying the 
external auditory canals thoroughly. Once a 
patient has had a severe attack, he should be 
extremely careful to avoid getting water in 
the ears. 

The shape and size of the external audi- 
tory canal are among the most important 
predisposing factors. The most difficult pa- 
tients to treat are those with very small or 
tortuous canals, or with collapsible mem- 
branous canals. Individuals with a very 
heavy growth of hair blocking the canal 
opening also present special difficulties. Ap- 
parently an open canal reduces the relative 
humidity and hence provides a less attrac- 
tive medium for the growth of organisms. 
Sullivan” states that the incidence of ex- 
ternal otitis is much higher in nuns than in 
the general public because they wear head- 
dresses which cover their ears. 

Large masses of impacted cerumen soak 
up and retain moisture, and may thus pro- 
duce maceration of the skin, especially in a 
narrow canal. Such impactions of wax should 
be removed very gently prior to the start of 
the hot season, especially in swimmers. 

The American custom of cleaning the ears 
with soap and water predisposes to the de- 
velopment of external otitis. Often the de- 
bris in the external auditory canal is soapy, 
and the protective acid mantle of the skin 
in changed to an alkaline pH"). 

Finally the human love of scratching the 
ears, especially with pointed instruments 
such as bobby pins and Q-tips, has initiated 
or aggravated many cases of acute external 
otitis. Often I have observed scratch marks 
in areas of inflammation. 
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Etiologic agents 

The role of mycotic agents in the etiology 
of this condition has been overstressed, al- 
though perhaps at present the pendulum is 
swinging back too far toward emphasis on 
mixed bacterial infections. I have had posi- 
tive cultures for pathogenic fungi in only 
two cases, both of which were resistant to 
treatment. Singer and others), in a study 
conducted in Florida and Texas, concluded 
that “external otitis is predominantly a 
problem of infection by gram-negative bac- 
illi, chiefly the pseudomonas group.” Un- 
fortunately, the Pseudomonas, or Bacillus 
pyocaneus, is not effectively controlled by an- 
tibiotics’’. In those few cases where no bac- 
teria or fungi are found on culture, I sus- 
pect an allergy—either an id reaction or a 
drug sensitivity. 


Therapeutic Management 


Treatment of the acute attack 

In most cases, the pain is so severe that 
it demands immediate attention. Since the 
pain is due chiefly to swelling and oblitera- 
tion of the canal, control of pain is closely 
related to reduction of edema. Until this can 
be accomplished, however, symptomatic re- 
lief is most important. Aspirin does not 
touch the pain. A combination of codeine 
and aspirin will generally suffice, although 
for some patients, usually those with bi- 
lateral disease, hospitalization and stronger 
analgesics are required. 

Applications of heat with an infra-red 
lamp appear to help alleviate the pain and 
reduce the edema. Roentgen therapy is also 
useful, although I rarely employ it at this 
stage. Aside from the fact that it is not 
available in New Bern and is more expen- 
sive than other methods of treatment, I have 
obtained satisfactory results without it in 
the majority of instances. Furthermore, I 
believe it is more useful at a later stage of 
the disease, when it may prevent the pos- 
sible development of a chronic infection in 
cases which fail to respond to local medi- 
cation. 

By way of local treatment, the routine 
that I have followed in acute cases of ex- 
ternal otitis is as follows: 

1. Gentle but thorough cleansing and dry- 
ing of the external auditory canal. McLaur- 
in‘) states that it is possible to clear up most 
cases of external otitis by daily cleansing of 
the canal. I use a 1:4000 solution of Zephi- 
ran in an ear syringe with a very small irri- 
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gating tip. The tip should not touch the ear. 
After the irrigation, discharge and debris 
are removed with a small suction tip under 
direct vision. 

2. When the ear is so inflamed that little 
manipulation can be tolerated, or when the 
canal is closed to any degree by edema, the 
cleansing is omitted and a sterile cotton wick 
carrying the local medicinal agent is inserted 
instead. The size of the wick depends upon 
the size of the opening. Too large a wick or 
too rough an insertion will send your pa- 
tient in search of another otologist. A slight 
amount of ointment on the wick aids in its 
placement. The wick serves two purposes: 
(1) introduction of local medication into the 
canal; and (2) prevention of further clos- 
ing. It should not be removed by the patient, 
but should be replaced daily by the physician 
as long as it is needed. After the first visit, 
gentle cleansing of the canal should be car- 
ried out when the wick is changed. Each day 
a slightly larger wick is inserted. When the 
edema subsides—usually by the second to the 
fifth day—the wick falls out of the canal. 

Many local medications have been reconi- 
mended for the treatment of external otitis. 
Medications to be employed for this purpose 
should have an acid pH, and possess antibac- 
terial, antimyotic and esthetic properties, I 
have purposely used different local medica- 
tions each year in the primary treatment of 
this condition. 

1946—Sultzberger iodine powder and al- 
cohol 

1947—Salicylic acid and alcohol 

1949—Cresatin 

1950—Antipeol ointment and Furacin 

1951—Aureomycin otic solution and 3 per 
cent Aureomycin ointment 

1952—-Aerosporin solution and Polycin 
ointment, 

All have proved effective in the majority 
of cases in which they were used, provided 
the other steps in treatment have been con- 
scientiously followed. Thus it appears that, 
within the limits of common sense, the im- 
portant thing is not what local medication is 
used, but how it is used. Sometimes, how- 
ever, the medication which clears up one 
acute attack may be ineffective, or even det- 
rimental, in a later attack in the same pa- 
tient. Consequently, a number of proven lo- 
cal medications should be available for use 
in case the first remedy fails. The otologist 
should also know when to stop all medica- 
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tions. Dermatitis medicamentosa is a com- 
mon complication of external otitis. 

If the original treatment has not materi- 
ally improved the condition of the external 
auditory canal in five days, it is stopped and 
a bacterial culture taken. Sensitivity tests 
are performed on the organisms grown, and 
on the basis of these tests a specific antibi- 
otic or combination of antibiotics is chosen 
for both local and systemic use. If the con- 
dition has not begun to clear up after a week 
on this second course of therapy, all medi- 
cations save analgesics are discontinued, It 
is at this point that roentgen therapy may 
prove effective. 


Treatment of chronic cases 

The attempt to restore normal skin physi- 
ology in those cases which become chronic 
calls for all the otologist’s ingenuity and per- 
sistence. The cerumen is important in main- 
taining the normal physiology of the ear. 
For some reason it is not secreted while an 
infection is present in the auditory canal. 
In fact, the only certain prognostic sign of 
the termination of an acute episode is the 
formation of brownish wax. 

In cases which have progressed to the 
chronic stage, I adept the following plan of 
management: 

1. A very careful search of the eardrums 
for the presence of tiny perforations. An un- 
suspected otitis media can keep the external 
auditory canal inflamed. 

2. A general review of systems and a phy- 
sical survey, with particular attention to di- 
abetes, athlete’s foot, a history of infantile 
eczema or other allergies, and emotional fac- 
tors, especially those found in chronic alco- 
holism. 

3. Repetition of the cultures 

4. The use of staphylococcus toxoid and 
vaccine 

5. Attention to seborrheic dermatitis of 
the scalp 

6. Large doses of vitamin A—10,000 to 
20,000 units per day 

7. A careful trial of different local medi- 
cations in the external auditory canal, al- 
ways with the possibility of drug sensitivity 
in mind 

8. In desperation, the advice to move to a 
dry climate. 


Prophylactic Management 
Those unfortunate individuals with recur- 
rent exacerbations of external otitis must 
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be taught to become “ear conscious.” It is 
much easier to prevent an exacerbation, or 
to treat an acute case in the early stages, 
than it is to relieve a patient whose external 
auditory canal is obliterated. These instruc- 
tions are helpful: 

1. Never allow water to get in the ear. 
Home-made cotton ear plugs dipped in vase- 
line are more effective in keeping water out 
of the ears than are commercial appliances. 

2. Scratch the ear as little as possible, 
and never with a sharp instrument such as 
bobby pins or Q-tips. 

3. If the ear begins to itch persistently, 
report for examination and treatment. 

4. Report annually, before hot weather be- 
gins, for gentle removal of wax and debris. 


Conclusion 
External otitis is a common, disabling con- 
dition which presents many unsolved prob- 
lems. The pathogenesis is not certain, nor 
is the exact role of the pathogenic organ- 
isms, bacterial or mycotic. Consequently no 
definitive treatment is known 


[ have presented a plan of management 


which has proved satisfactory in ex- 


perience. 


my 
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Discussion 


Dr. Larry Turner (Durham): I quite agree with 
Dr. Davidson that it is of the utmost importance to 
keep the external canal as clean as possible during 
the administration of local and systemic therapy. 

Theoretically, cultures should be made when the 
patient is first seen. However, I know that this is 
not practical, especially for doctors who practice 
near seaside resorts. The laboratory bill during the 
summer months would amount to a fortune. 

During the past three or four years I have seen 
a few cases—which seem to be increasing in num- 
ber as time goes by—of a type of external otitis 
which does not readily respond to local treatment. 
It is noticed that some of these cases become worse 
when the patient is undergoing an emotional crisis, 
such as that caused by a domestic or family prob- 
lem. Occasionally, these conditions will be associated 
with seborrheal dermatitis. This, to my way of 
thinking, is, or closely simulates, a neurodermatitis. 
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In my experience, external otitis is very difficult 
to treat. At times, in desperation, we physicians 
have called on the dermatologists for help. It has 
seemed to me that superficial roentgen therapy has 
done the most for these patients, but the condition 
is prone to recur. 

Dr. C. S. Sale (Wilmington): I have had a chance 
at Wilmington to see many chronic cases of ex- 
ternal otitis following acute exacerbations. I was 
impressed with the conspicuous lack of cerumen 
and with the recurrence of severe itching of which 
the patients complained. I started applying mineral 
oil in these cases about a year ago, and found that 
any oily substance afforded considerable relief. A 
dermatologist whom I consulted suggested that I 
substitute olive oil as a means of relieving hyper- 
keratosis, This agent has been quite effective, fre- 
quently resulting in the formation of cerumen where 
there had been no wax yield before. 


Dr. Carl N. Patterson (Durham): In some ex- 
tremely acute cases we consider employing the anti- 
biotics. I would advise against penicillin, as ocea- 
sionally the condition may be due to a_ penicillin 
mold and would flare up acutely if treated with the 
drug. 

A simple method that I have used successfully at 
Watts is to take a Dixie cup, rim it with vaseline, 
and place it over the ear. This prevents water from 
getting inside the ear, and has proved helpful, par- 
ticularly during shampoos. 


Antibiotics: By far the greatest proportion of the 
antibiotics that are used today are prescribed for 
conditions which have no clear relation to the effi- 
cacy of those agents. Indeed, in most instances the 
relative efficacy of the various agents for the par- 
ticular uses to which they are put has not been 
clearly assessed, and in fact is usually difficult or 
impossible to evaluate. In the choice of agent for 
most prophylactic purposes or for the treatment of 
mild and relatively unimportant infections, or for 
the combined use of multiple agents, preference is 
likely to be shown to those which are considered 
relatively harmless rather than to be superior. When 
any one agent is used freely over long periods and 
without proper indications, there almost inevitably 
comes an awareness of the sensitizing and other 
potential toxic effects of the agent so used and also 
of its inadequate therapeutic effectiveness, Under 
such circumstances it seems easier to shift to a new 
one rather than to become more selective with re- 
spect to the patients to be treated and agents to be 
used. — Finland, M.: Clinical Uses of Currently 
Available Antibiotics, Brit. M.J. 2:1115 (Nov. 21) 
1953. 


Research 

I know of no significant distinction between fun- 
damental and practical research. Pasteur’s investi- 
gation of practical problems revealed knowledge of 
great fundamental significance. Faraday’s funda- 
mental discovery of electromagnetic induction cer- 
tainly was necessary for the subsequent develop- 
ment of electric power and light and traction. The 
botanical research of Gregor Mendel, in the garden 
of a monastery, initiated increased production by 
modern agriculture. The theories of Willard Gibbs 
laid the foundation for much of chemical industry. 
Their research was of practical value, but, except- 
ing that of Pasteur, it was not undertaken for any 
obviously practical purpose. 
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WANTED: LIGHTWEIGHT ACADEMIC 
APPAREL 


June is traditionally the month for gradu- 
ating students from our high schools, col- 
leges, universities, and professional schools. 
It is also—in the South, at least—often one 
of the warmest months of the year. In spite 
of the temperature, it is the accepted custom 
at most undergraduate and graduate schools, 
and even in many of the high schools, to 
require the members of the graduating class 
and of the faculty to wear the medieval aca- 
demic costumes, consisting of a robe, a 
square cap with a tassel, and a multicolored 
hood. To the audience this gay apparel may 
seem glamorous, but to the poor victims who 
have to wear the outfit it is a sartorial tor- 
ture chamber. The robes themselves are as 
warm as overcoats, and the hoods are equal 
in warmth to capes or shawls over the 
shoulders. 
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A medical journal is not a fashion maga- 
zine: but it should be devoted to the relief 
of human suffering. For this reason it is 
pertinent to suggest to those who manufac- 
ture these costumes that they consider seri- 
ously making them of lighter material. 
Surely it should be possible to design a robe 
and hood that would be light and cool, but 
would look as dignified as the present cos- 
tume. Most of those in the graduating classes 
have figuratively, if not literally, had to 
sweat enough in order to earn their diplomas, 
without requiring them to suffer the punish- 
ment of a Turkish bath before being pre- 
sented with them. Not many of the students, 
however, will have to go through the ordeal 
again, while the faculty members can only 
look forward to repeating the experience 
year after year. 

Those who have read Dr. J. M. T. Finney’s 
autobiography may recall his experience 
when he was asked to be president of Prince- 
ton University. After he had considered the 
offer seriously, the thought of himself as 
wearing an academic costume made him de- 
cide to decline it. It is possible that if a light- 
weight model had been available, he might 
have decided differently. 

ok 


SOUTHERN PEDIATRIC SEMINAR 


Long before the advent of antibiotics, and 
when infant feeding was by no means a sim- 
plified procedure, a group of pediatricians 
conceived the idea of giving a postgraduate 
course in pediatrics which combined the 
features of a summer vacation with instruc- 
tion. The first year the promoters of this 
seminar had the embarrassing experience 
of recruiting more faculty members than 
there were students. Since then this seminar 
has grown steadily from year to year, until 
now “Advance registration is requested be- 
cause classes are limited to 125.” Obstetrics 
and gynecology were later added, and this 
year two days of internal medicine are given. 

The thirty-fourth session of the Southern 
Pediatric Seminar will be held, as has al- 
ways been done heretofore, in Saluda, North 
Carolina, from July 12 to July 31. Full credit 
is given for this course by the American 
Academy of General Practice. The dean is 
Dr. Julian P. Price of Florence, the regis- 
trar Dr. D. Lesesne Smith, Jr. Dr. Smith’s 
father was secretary of the first seminar, 
and of many successive ones thereafter. 

No doubt many doctors will want to take 
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advantage of the delightful climate offered 
in the “Land of the Sky’—climate both en- 
vironmental and intellectual. 


A PROTEST AGAINST 
PROPAGANDA 


With increasing frequency one hears doc- 
tors—especially family doctors—protesting 
against the flow of articles and stories in 
magazines and newspapers warning readers 
of the many hazards to health that must be 
faced daily. Much of the advertising ma- 
terial that issues from the television and 
radio as well as that found in publications 
adds to the fear inspired by such propaganda. 
These doctors will be in full sympathy with 
a letter written for the British Medical Jour- 
nal of April 17 by Dr. Paul R. Saville of 
London, which is apt enough to quote almost 
in full: 


Half the patients I have ever treated smoke 
like chimneys. Whatever else happens to them, 
they don’t die ef cancer of the mouth. What are 
we coming to? We mustn’t smoke for fear of 
getting respiratory cancer of some sort. The 
stuff we inhale makes breathing a dangerous 
procedure. The poisons we consume in our food 
are sure to kill us soon, and of course we may 
even die in our sleep. In addition, the mental 
state induced by these hazards is sure to hasten 
the inevitable attack of coronary thrombosis or 
peptic ulcer. It seems that the way of living to 
a reasonable old age is to become a High Court 
judge, diet rigidly, give up smoking, and move 
to a rural area (there would also be less chance 
of getting run over on a farm). 

Isn’t it about time that we gave both our pa- 
tients and ourselves a proper sense of propor- 
tion before we develop into a nation of anxious 
hypochondriacs? We haven’t yet caught up on 
our American friends (if their magazine adver- 
tisements are anything to go by), but we’d bet- 
ter do something about it soon. Let us help our 
patients to live and die — without the dread 
picture of disease forever in their thought; 
and let us refrain from giving the lay press so 
much ammunition to use in their quasi-medical 
fear-stimulating extracts.—I am, etc., 

CHARLES WELLS 
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PRAYER OF A PHYSICIAN 


The New England Journal of Medicine for 
May 6 concludes an excellent thumbnail 
sketch of Moses Maimonides‘') with a prayer 
with which he is said to have started each 
day’s work. Although Maimonides died 750 
years ago, his prayer is still so appropriate 
for the physician today that it is quoted 
here: 


Doctors Afield: Moses Maimonides, New Eng- 
Med, 250:779-780 (May 6) 1954, 


‘Barr, S. E.: 


land J. 


EDITORIALS 


Grant that I may be fiiled with love 
‘or my art and for my fellow-men. 
May the thirst for gain and the desire for fame 
Be far from my heart. 
For these are the enemies of Pity 
And the ministers of Hate. 
Grant that I may be able to devote myself, body 
and soul, 
To Thy children who suffer from pain. 
Preserve my strength that I may be able to 
restore 
The strength of the rich and the poor, 
The good and the bad, the friend and the foe. 
Let me see in the sufferer the man alone. 
When wiser men teach me, let me be humble 
to learn. 
For the mind of man is so puny 
And the art of healing is so vast. 
- Let me be intent upon one thing, 
Father of Merecey— 
To be always anata’ to Thy suffering children. 
* * & 


NEW STATE SOCIETY MEMBERSHIPS 
REDUCED JULY 1 


New applicants for membership in the 
State Medical Society—that is, physicians 
taking up the practice of medicine in North 
Carolina for the first time in the late spring 
or early summer—will be interested to learn 
that Society dues are reduced by one half on 
or after July. It should be noted that this 
reduction applies to new memberships only, 
and not to renewals. 


NORTH CAROLINA HIGH SCHOOL 

BOYS ESSAY CONTEST WINNERS 

For eight years the Association of Ameri- 
can Physicians and Surgeons has conducted 
a national contest for the best essays on the 
subject “Why the Private Practice of Medi- 
cine Furnishes This Country With the Finest 
Medical Care.” Six awards are offered— 
$1000 for first place, $500 for second, $100 
for third, and $25 each for fourth, fifth and 
sixth. 

According to the A.A.P.S. News Letter 
for June, “The judges devoted more than 
two weeks. to study of the 25 final essays 
which were selected by screening the many 
thousands .. . written in county and state 
Contests.” The national prize winners were 
selected on May 6 at a meeting at the La- 
Salle Hotel in Chicago. It should be gratify- 
ing to North Carolinians to know that North 
Carolina high school students won first and 
fourth places, Robert Taylor, a 17 year old 
eleventh-grade student of Siler City High 
School, won first award, and Ronald Wil- 
liams of Winston-Salem, fourth. Young Tay- 
lor’s essay is published in full in the News 
Letter. 
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ANESTHESIA STUDY COMMISSION 
THE Poor RISK PATIENT 


H. M. AUSHERMAN, M.D. 
DURHAM 


For years surgical procedures have been 
classified as major or minor. Such a classi- 
fication cannot be applied to anesthetic pro- 
cedures, for what starts out to be a minor 
anesthetic may reach major proportions. 
There is no such thing as minor anesthesia, 
since every patient is different and one pa- 
tient’s response to a drug or technique may 
vary from that of another. Even the same 
patient may respond differently to the same 
drug at different times, depending on his 
physical status. 

Patients who are poor risks from the 
standpoint of anesthesia may be classified 
according to three general groups of condi- 
tions—(1) respiratory, (2) cardiovascular, 
and (3) miscellaneous. Complications of gen- 
eral anesthesia (and probably of local and 
spinal as well) involve the respiratory sys- 
tem far more frequently than any other, and 
probably account for most “anesthetic 
deaths.”’ Therefore these will be considered 
first. 

Respiratory Conditions 

In acute illness or accident the patient does 
not choose the time to be brought to the 
operating room for anesthesia and surgery, 
and may recently have been eating or drink- 
ing. A patient with a full stomach requiring 
general anesthesia presents a grave anesthe- 
tic problem. On induction or recovery from 
anesthesia the danger of vomiting is a real 
threat. Aspiration of food may be fatal im- 
mediately or, if less severe, may lead to 
aspiration pneumonia and its train of com- 
plications, Anesthesiologists know from ex- 
perience that after injury the digestive pro- 
cess may be stopped or delayed for hours. 
Since stomach contents have been observed 
as late as 12 hours following injury, post- 
poning the operation for two or three hours 
in order to allow time for the stomach to 
empty is often unsuccessful. Ideally, the 
stomach should be emptied by use of emetics 
or lavage. If this is not feasible or successful 
(and often it is not) and general anesthesia 
has to be used, then introduction of a cuffed 
endotracheal tube under topical and trans- 
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tracheal anesthesia or rapid induction and 
intubation, leaving the tube in place after 
operation until the patient has sufficiently 
awakened to take care of his own vomiting 
reflexes, is preferable. 


The acutely ill patient with intestinal ob- 
struction and accompanying abdominal dis- 
tention presents a similar problem of re- 
gurgitation and massive aspiration, which 
is best handled by endotracheal intubation, 
using a cuffed tube to seal off the trachea. 
In addition to this hazard, the patient is 
also likely to be in relative acidosis, which 
further increases the risk of anesthesia. 

The use of intravenous anesthetics in the 
presence of a full stomach or abdominal dis- 
tention does NOT prevent passive regurgi- 
tation or even active vomiting. 

The respiratory tract of a patient with 
suppurative disease of the lungs may become 
obstructed by his own secretions, unless suc- 
tion is applied frequently through the endo- 
tracheal tube during and after the anesthetic. 

In the patient with chronic obstruction of 
the respiratory passages, the accumulation 
of secretions, aggravated by depressant 
drugs and positioning, may greatly diminish 
the ventilation and thereby increase the risk 
of anesthesia. If the patient is already ex- 
periencing difficulty in breathing, as soon 
as anesthesia is induced the voluntary ef- 
fort necessary to maintain a free airway is 
lost and obstruction may result. It is rec- 
ommended that this type of patient be in- 
tubated under topical anesthesia and a gen- 
eral anesthetic be administered only after 
an endotracheal tube has been placed and an 
adequate airway established. 

If the patient is to be in a face-down, neck- 
flexed, or other awkard position, or if the 
surgery is about the head and neck or such 
area that the anesthesiologist is not able to 
insure a perfect airway at all times, then 
intubation is imperative to prevent possible 
obstruction of the airway during the pro-, 
cedure. 

The emphysematous patient is not uncom- 
mon among the older patients now coming 
to surgery. These present a problem, because 
the decrease in active alveolar surface and 
the increase in residual air volume results in 
inadequate mixing of inspired gases and in 
blood saturation. Proper ventilation is often 
further hindered by a fixed thoracic cage and 
inadequate diaphragm excursion. Induction 
and recovery are likely to be slow and stormy. 
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Many of these patients are falsely termed 
“alcoholics” or are said to be poor subjects 
for anesthesia. General anesthesia in the em- 
physematous patient should be avoided when 
possible. 


Cardiovascular Conditions 

The most frequently encountered difficulty 
in this group is probably acute anemia caused 
by loss of blood, such as occurs in miscar- 
riage or ectopic pregnancy with hemorrhage. 
In these patients the oxygen-carrying power 
of the blood is reduced, and even mild sub- 
oxygenation or respiratory obstruction is not 
tolerated well. The failure of the peripheral 
circulation from anesthesia and surgery oc- 
curs easily and is not restored readily. In 
the patient suffering from shock, replace- 
ment of blood by transfusion is advised be- 
fore and during the procedure in order to 
reduce the anesthetic and surgical risk, since 
the outlook for the shocked patient is fur- 
ther jeopardized by anesthesia, These pa- 
tients tolerate intravenous barbiturates and 
deep ether anesthesia very poorly. 

If the patient with heart disease is well 
compensated, he will likely do al) right under 
well conducted anesthesia if the anesthesiol- 
ogist avoids drugs which may increase the 
cardiac irritability, with possible arrhyth- 
mia. He must adequately ventilate the anes- 
thetized cardiac patient, since hypoxia may 
contribute to cardiac failure or arrest. Blood 
loss must be replaced cautiously in order to 
avoid overloading an already damaged heart. 

Great care must be used in patients hav- 
ing a hemorrhagic tendency. Uncontrollable 
bleeding may be started by traumatic inser- 
tion of the nasal or pharyngeal airway. 
Bleeding may result from use of the laryn- 
goscope or passage of the endotracheal tube. 


Miscellaneous Conditions 

Today most patients with toxie thyroid 
disease are well controlled medically before 
being brought to surgery. In a few who do 
not respond to medical management, how- 
ever, complete control of thyrotoxicosis is 
not possible. In these the increased basal 
metabolic rate places more demand on the 
respiratory system. The labile tendency of 
the vasomotor system leads to blood pres- 
sure changes, which must be anticipated and 
prevented, if possible. Care must be used in 
the choice of drugs, anesthetic agents, and 
maneuvers in order not to aggravate further 
the cardiac irritability so often associated 
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with thyrotoxicosis. The patient with tachy- 
cardia is often a grave anesthetic risk. 

The patient with increased intracranial 
pressure does not tolerate carbon dioxide 
excess, hypoxia, or other results of technical 
mismanagement that may further increase 
the pressure and possibly result in medullary 
compression with irreversible apnea. 


Conclusion 


These are some of the more common fac- 
tors which must be considered in assuming 
the risk of anesthetizing a patient. If due 
care and thought, together with proper pre- 
ventive measures, are taken, most of these 
pitfalls can be avoided. 


BOARD OF NURSE REGISTRATION 
AND NURSE EDUCATION 


Substance cf remarks made by Dr. Moir 
S. Martin before the House of Delegates, 
Medical Society of the State of North Caro- 
lina, Pinehurst, May 3, 1954. 


An act of the North Carolina General As- 
sembly which was ratified on April 30, 1953, 
and became effective January 1, 1954, pro- 
vided for the appointment by the Governor 
of the state of a new Board of Nurse Regis- 
tration and Nurse Education, this board to 
be drawn from representatives of the nurs- 
ing and medical professions and from the 
field of hospital administration. We believe 
that all three groups are concerned with the 
training of student nurse, but that there is 
need for greater concern. 

Members of the Medical Society of the 
State of North Carolina do not need to be 
convinced as to the importance of well 
trained nurses. Nurses are vital to the med- 
ical profession, and it is the purpose of the 
new Board to improve the standards of nurs- 
ing in our state and to overcome the existing 
shortage of nurses by increasing the number 
of training schools, and thereby the number 
of graduate nurses. 

We hope that hospitals which now have no 
training schools will become aware of the 
importance of introducing schools for train- 
ing either professional or practical nurses. 
We also hope that the hospitals which now 
have training schools will do everything pos- 
sible to improve the education of their stu- 
dent nurses, 

We would like to urge upon doctors the 
necessity of manifesting an interest in the 
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nurses’ training schools in the hospitals 
with which they are affiliated. They should 
encourage these schools actively by accept- 
ing teaching assignments and assisting the 
student nurses generally. 

In recent years there has been a tendency 
to leave the training of nurses exclusively 
to the nursing profession, but we believe that 
the medical profession is missing a golden 
opportunity by so doing. Medical education 
covers a wide span, and physicians are pre- 
eminently qualified to instruct student nurses 
in medical and surgical subjects. Classroom 
discussions of actual cases and diseases are 
rewarding to all concerned in the care of 
the sick. In addition they provide a wonder- 
ful opportunity to bridge the gap between 
the nurse and the doctor, resulting in better 
nurse-doctor relationships and thereby 
strengthening our healing forces. The con- 
cept that nursing can exist as a separate pro- 
fession, without assistance by the doctor, is 
unrealistic. 

The present Board of Nurse Registration 
and Nurse Education offers responsibility 
to the doctors, the hospitals, and the nurses 
for nursing education. Doctors must meet 
their responsibility in a positive way by tak- 
ing a constructive interest in the teaching 
and education of nurses. 


Publication Announced of Three Schering 
Award-Winning Papers 

Fulfilling the major objective of the Schering 
Award, which is to encourage research and report- 
ing by medical students, the three award-winning 
papers of 1952 have recently been published in 
medical journals. 

The Journal of the American Geriatrics Society 
has published Edward Allen Jones’ paper, “Steroid 
Hormones in Geriatrics” (rehenary 1954). Mr. Jones 
was a sophomore at Meharry Medical College in 
Nashville, Tenn., when he won a $500 first prize. 

California Medicine (December 1953) has pub- 
lished the paper by William H. Spencer, then a 
junior at the University of California School of 
Medicine in San Francisco. He wrote on “Chemo- 
therapy of the Eye.” 

The Journal of the Student American Medical 
Association published in its March issue the paper 
by Seymour Cohen, M.D., who was a senior at the 
State University of New York College of Medicine 
at Syracuse when he won an award. His paper was 
entitled “Topical Uses of Antihistamines,” dealing 
with skin allergies. Dr. Cohen is now at Grasslands 
Hospital, Valhalla, New York. 

Each year, Schering Corporation, pharmaceutical 
manufacturers of Bloomfield, New Jersey, grants 
$500 awards for the best paper on each of three 
subjects and three $250 second prizes. The 1953 
winners have recently received their awards, and 
subjects for the 1954 competition have been an- 
nounced, 
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BULLETIN BOARD 


COMING MEETINGS 


Southern Pediatric Seminar—Saluda, North Caro- 
lina, July 12-31. 

North Carolina Chapter, American College of 
Chest Physicians, Annual Meeting—Winston-Salem, 
October 16. 


NORTH CAROLINA BOARD OF 
MEDICAL EXAMINERS 


The North Carolina Board of Medical Examiners 
will meet July 30, 1954, at the Mayview Manor, 
Blowing Rock, North Carolina, at which time appli- 
a licensure by endorsement will be inter- 
viewed. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Dr. Susan C. Dees and Dr. Jay M. Arena, asso- 
ciate professors of pediatrics at Duke Hospital and 
Duke Medical School, were recently elected mem- 
bers of the American Pediatrics Society, top na- 
tional honorary organization in this specialty. The 
Society comprises 169 pediatric specialists through- 
out the nation, 

Duke doctors previously honored as members of 
the Society are Dr. W. C. Davison, dean of Duke 
Medical School and James B. Duke professor of 
pediatrics; Dr. Jerome S. Harris, professor of pedi- 
atrics and associate professor of biochemistry; and 
Dr. Angus McBryde, associate professor of pedi- 
atrics. 

Dr. Dees, a recognized authority in the field of 
children’s allergies, is a former vice president of the 
American College of Allergists and a member of 
the North Carolina Pediatric Society. 

Dr, Arena, originator of a widely-used exhibit on 
“Poisoning in Children,” received the M.D. degree 
at Duke in 1932. He is a member of the American 
Board of Pediatrics, Alpha Omega Alpha and Sigma 
Xi, national honorary fraternities. 

* * 

Duke University’s virus research team, headed by 
Dr. Joseph W. Beard, professor of experimental 
surgery, has been awarded a $10,000 Damon Run- 
yon Memorial Fund grant for cancer research. 

The check was presented by Dan C. Gunter, Jr., 
of Gastonia, chairman of the North Carolina mem- 
bership council of the Fraternal Order of Eagles. 
The Eagles have contributed $600,000 to the Damon 
Runyon Cancer Research Fund. 

The $10,000 grant will help support a Duke pro- 
ject on leukosis (cancer of the blood and lymphatic 
tissue) in chickens, 


* ak * 

Dr. Jack D. Myers, Duke University physician, 
was recently named a member of the Association 
of American Physicians. Membership in the associ- 
ation is limited to 250 physicians from throughout 
the nation. 

Dr, Myers, associate professor of medicine in the 
Duke School of Medicine, is a former chairman of 
the Southern Section of the American Federation 
for Clinical Research and a member of the South- 
ern Society for Clinical Investigation. He joined the 
Duke medical faculty in 1947, having previously 
served on the medical staffs of Harvard Medical 
School and amg | University Medical School. Dur- 
ing World War II he served with the rank of. Lieu- 


tenant Colonel and was chief of medical services for 
U.S. Army’s 168rd General Hospital. 


the 
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NORTH CAROLINA CHAPTER 
AMERICAN COLLEGE OF CHEST PHYSICIANS 


Fifth Annual Meeting 
American College of Chest Physicians 
North Carolina Chapter 
Winston-Salem, North Carolina 
October 16, 1954 
Program 
AFTERNOON SESSION _. 
1:30 P.M.—Robert E. Lee Hotel (Ball-room) 
Winston-Salem 
SOCIAL HOUR AND DINNER 
6:00 P.M.—Robert E. Lee Hotel, Winston-Salem 
EVENING SESSION 
8:00 P.M.—Robert E. Lee Hotel, Winston-Salem 
Afternoon Session 
(Meeting to start promptly at 1:30 P.M.) 
Introductory Remarks—Dr. Raiph E. Moyer, Oteen. 
President of North Carolina Chapter 1953-1954 
Recent Trends in the Surgery of Tuberculosis—Dr. 
J. D. Murphy, Chief, Surgical Service, Veterans 
Administration Hospital, Oteen 
Discussant: Dr. Richard T. Myers, Bowman Gray 
School of Medicine, Winston-Salem 
Clinical Pathological Conference—Officers and Staff 
of the Medical and Surgical Service, Veterans 
Administration Hospital, Oteen 
X-Ray Conference (Panel Discussion) 

Participants: 

Dr, James T. Marr, Radiologist, Winston-Salem 

Dr. Kenneth V. Tyner, Thoracic Surgeon, 

Winston-Salem 
Dr. C. D. Thomas, Phthisiologist, Black Mountain 

Dr. Norman L. Anderson, Internist, Asheville 

Special Subjects for consideration at this confer- 
ence—(although not limited to these subjects) are: 
Calcification of the bronchi, lungs and pleura; cavi- 
tation, pulmonary; mediastinal tumors; “coin le- 
sions,” pulmonary. 

(Members and guests are urged to bring chest 
x-rays, illustrative of the above subjects, or any 
other chest films, presenting a diagnostic problem 
that they may see fit.) 

Business Session 
Report of nominating committee: election of officers 
Evening Session 
Guest Speaker: Dr. Francis M. Woods, Thoracic 
Surgeon (Overholt Clinic), Brookline, Massa- 
chusetts 
Topic—Varied X-ray Manifestations of Broncho- 
genic Carcinoma 


NORTH CAROLINA STATE BOARD OF HEALTH 


“During July and August about 8,600 people are 
killed in the United States in automobile and water 
accidents,” Dr. Charles Cameron, chief, Accident 
Prevention Section, North Carolina State Board of 
Health, of Raleigh, said recently. That is 135 a 
day, or one every 10 minutes, according to National 
Safety Council estimates. About three fourths of 
these deaths are due to motor vehicle accidents, and 
nearly a fourth result from drownings. 


EDGECOMBE-NASH MEDICAL SOCIETY 


The Edgecombe-Nash Medical Society held its 
regular monthly meeting in Rocky Mount on June 
9. In charge of the program was Dr. O. E. Bell, 
who presented a sound film from the Abbott Labora- 
tories on “The Use of Pentothal Sodium in Ob- 
stetrics.” 

At the May meeting of the society Dr. W. Critz 
George of the University of North Carolina Schcol 
of Medicine presented a discussion on “Blood.” 
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AMERICAN HEART ASSOCIATION 


Applications for research awards to be made dur- 
ing the coming year by the American Heart Asso- 
ciation and its affiliates throughout the country are 
now being accepted, it was announced recently by 
Dr. Robert L. King, chairman of the Association’s 
Scientific Council. 

Applications for Research Fellowships and Estab- 
lished Investigatorships may be filed up to Sep- 
tember 15, 1954, Applications for research grants- 
in-aid will be accepted up to December 1, 1954. 
Information and forms may be obtained from the 
Medical Director, American Heart Association, 44 
East 23rd Street, New York 10, New York. 


AMERICAN COLLEGE OF 
GASTROENTEROLOGY 


Final steps in the activation of the American 
College of Gastroenterology were taken by the Fel- 
lowship of the National Gastroenterological Asso- 
ciation at a special meeting recently held in New 
York City. 

At this meeting it was voted to transfer the 
membership of the National Gastroenterological 
Association, classified as to their present status, to 
the American College of Gastroenterology. A trans- 
fer of all the assets including the official publica- 
tion, the American Journal of Gastroenterology, to 
the College was also voted upon. 

The officers of the College are: Sigurd W. John- 
sen, M.D., Passaic, New Jersey, president; Lynn A. 
Ferguson, M.D., Grand Rapids, president-elect; 
James T. Nix, M.D., New Orleans, first vice presi- 
dent; Arthur A. Kirchner, M.D., Los Angeles, sec- 
ond vice president; C. Wilmer Wirts, M.D., Phila- 
delphia, third vice president; Frank J. Borrelli, 
M.D., New York, fourth vice president; Roy Up- 
ham, M.D., New York, secretary-general; A. Xerxes 
Rossien, M.D., Kew Gardens, New York, secretary; 
Elihu Katz, M.D., New York, treasurer, and Samuel 
Weiss, M.D., New York, editor. 

The College will hold its first convention in Wash- 
ington, D. C., October 25-27, 1954, in conjunction 
with the nineteenth annual convention of the Na- 
tional Gastroenterological Association. 

Information concerning membership in the Amer- 
ican College of Gastroenterology may be obtained 
by writing to the Executive Secretary, American 
College of Gastroenterology, 33 West 60th St., 
New York 23, New York. 


UNITED CEREBRAL PALSY 


A new record total of $454,596 in grants for re- 
search or professional training has been approved 
by United Cerebral Palsy, it was announced recently 
by Leonard H. Goldenson, president of the organi- 
zation. 

Forty-nine individual grants to universities, hos- 
pitels, and other institutions were made from funds 
contributed by the public in last May’s campaign. 

“We sincerely hope that this year’s campaign, 
now underway, will permit us to expand our re- 
search program to $1,000,000 next year,” said Mr. 
Goldenson. “This is the minimum amount our vol- 
unteer Research and Advisory Board has estimated 
should be made available each year for an effective 
research attack on the problem of cerebral palsy.” 
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OCCUPATIONAL THERAPY 


ASSOCIATION 


The thirty-seventh annual conference of the 
American Occupational Therapy Association will be 
held at the Shoreham Hotel, Washington, D. C., 
October 16-22, 1954. The meetings will be as fol- 
lows: 

October 16- 

October 18-19— 

October 20-21-22 


AMERICAN 


17—Preliminary Meetings 
Institute—Interpersonal Relations 
~ General Conference — Theme: 


“Capitalize Your Assets” 


NATIONAL FOUNDATION FOR INFANTILE 
PARALYSIS 


The National Foundation for Infantile Paralysis 
has announced the approval of research and profes- 
sional education projects totaling $1,873,485, which 
took effect January 1, 1954. The awards go to 30 
medical schools, hospitals, research institutions, and 
educational organizations in the United States. 

Among the grants made for investigations dealing 
with virus research was one of $14,045 to the Uni- 
versity of North Carolina, under the direction of 
Dr. Edward C, Curnen, professor of pediatrics. 


AMERICAN ACADEMY OF GENERAL PRACTICE 


Dr. Lyon Steine, Valley Stream, New York, and 
Dr. Leon Hirsh, Cincinnati, Ohio, were recently 
announced as the winners of $1,000. M & R Awards 
for 1954, 

The Awards are given annually by the M & R 
Laboratories, Columbus, Ohio, to the two members 
of the American Academy of General Practice who 
have submitted the most significant articles pub- 
lished in GP, the Academy’s official journal. The 
pemenaning articles for 1953 are “Sensible Child- 
yjirth” by Dr. Hirsh, published in February, and 
“Simple Office Treatment of Diabetes” by Dr. 
Steine, which appeared in July. 
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VETERANS ADMINISTRATION 


Veterans Administration announced recently that 
its plan for the final rehabilitation and discharge of 
long-term mental patients through a program of 
paid hospital work has been so successful in the 
pilot study that it is being expanded for general use. 

Long-term patients, although medically rehabili- 
tated, are often fearful of leaving the hospital be- 
cause they have lost job skills and experience dur- 
ing their extended stay in the hospital. In order to 
bridge the gap, these patients are transferred to 
member-employee status so they may take necessary, 
unfilled hospital jobs at set wages and regular 
hours while they continue to live in the controlled 
environment of the hospital, with medical care, 
board, room and recreation furnished them. 

Since member-employees are placed in unfilled, 
but necessary, hospital jobs, no increase in the per- 
sonnel ceilings of the participating hospitals is 
needed, VA said, That means, the program may be 
conducted at no additional cost to the government, 
but with the potential saving that results from 
the more speedy return of psychiatric patients to 
the outside world. 

VA added that this type of rehabilitation has the 
further advantage of reducing the chances of re- 
lapse in recovered patients, since it is based on the 
sound principle of preparing them well for the 
social and economic aspects of the life they will 
live after they leave the VA hospitals. 
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The Month in Washington 


At the request of the Defense Department, 
Congress is considering a bill to expand and 
make more uniform the medical care pro- 
gram for civilian dependents of military per- 
sonnel. It could have significant impact on 
the practice of medicine and on medical eco- 
nomics. 

The legislation developed out of the De- 
fense Department’s Moulton Commission re- 
port of a year ago. In the intervening months 
the department’s legislative planners called 
in representatives of the American Medical 
Association and other professional groups 
for advice. But the bill finally presented to 
Congress is evidence that not all differences 
of opinion were compromised. While in many 
respects the measure is in line with the policy 
of AMA on dependent care, at least one basic 
conflict remains: 

The department’s bill states that depen- 
dents should receive private medical care 
only when military facilities are unavailable 
or inadequate. The AMA’s policy, adopted 
after long study of the problem, is that de- 
pendents should be cared for in military hos- 
pitals and by uniformed physicians only 
when civilian care is inadequate or unavail- 
able. 

There is almost complete agreement that 
the present patchwork dependent medical 
care program should be changed to make 
benefits uniform geographically and within 
the services, and to spell out the benefits in 
law. The issue is whether the military medi- 
cal services should care for all qualified ci- 
vilian dependents, or dependents should, like 
the rest of the population, get their medical 
care from civilian physicians and hospitals. 

Under the bill, medical care furnished by 
or underwritten by the federal government 
would be limited to “diagnosis, acute medical 
and surgical conditions, contagious diseases, 
immunization, and maternity and infant 
care.”’ Dental care would be allowed only in 
emergencies or as an adjunct to medical care. 
These restrictions would be waived overseas 
and at remote stations in the United States. 

The definition of “dependents” would not 
extend beyond parents and parents-in-law, 
and these relatives would have to receive at 
least half their support from the military 
member to qualify. 

The Secretary of Defense would decide 
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what charges, if any, to levy against depen- 
dents treated at military facilities. When 
treated privately, the dependents would pay 
the first $10 cost of any illness, plus not more 
than 10 per cent of the total cost. The sec- 
retary could make use of voluntary health 
insurance for dependents if this system were 
found to be more economical. 

The Senate Armed Services Committee 
was slow to take up the dependent care bill 
because of a heavy schedule of other hear- 
ings. Nor did it make fast progress in the 
House. There the introduction of the bill 
was delayed when Chairman Dewey Short 
(R., Mo.) called on Defense Department to 
furnish him with detailed information on 
what the new medical care program would 
cost. 

By mid-May, when Congress had about 
concluded hearings on all major administra- 
tive bills, a new factor was introduced, 
Chairman Wolverton of the House Inter- 
state and Foreign Commerce Committee 
called hearings on his own bill for federal 
guarantee of private loans to health facili- 
ties. This was not part of the original Kisen- 
hower health program, but there were some 
indications that the administration might 
get behind it. 

As originally drawn, the bill would vir- 
tually exclude clinics and hospitals except 
those operated in conjunction with prepaid 
insurance plans. During the hearings Mr. 
Wolverton indicated he would be willing to 
drop this restriction. If this were done, the 
law then would offer benefits to all—fee-for- 
service physicians and groups as well as 
“closed panels.” 

During this period, some sentiment de- 
veloped to combine the loan guarantee bill 
with the reinsurance bill, which wasn’t mak- 
ing much progress on its own. The result 
was a period of confusion and uncertainty, 
with no clear indication of what either the 
committee or the administration really 
wanted. 

A few other medically-important bills 
were advancing on schedule. The House 
Ways and Means Committee gave every in- 
dication of reporting out a bill to require all 
employers (physicians included) to partici- 
pate in the federal-state unemployment in- 
surance program. As usual moving faster 
than the Senate, the House had passed a bill 
to give state health officers more control over 
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federal grants for public health work. The 
House also was nearing a vote on extension 
of the social security program, with no sug- 
gestion that physicians and other self-em- 
ployed groups who don’t want coverage 
would be exempted, The House-approved 
Hill-Burton expansion bill was waiting ac- 
tion in the Senate. 


Classified Advertisements 


HOME-OFFICE COMBINATION FOR SALE: 
Grossed $40,000 last two years. Over-head low. 
Nine rooms with three baths, two stories, five 
rooms in knotty pine, three acres enclosing 
four lots in beautiful white fence. Hard to dupli- 
cate $20,000. No accounts, no equipment need be 
purchased. Will sell at open action price that I 
gave for setup, plus cost of installation central 
heating system. Price $12,000; $5,000 cash, 
$7,000 at 6%. Reason for selling: Area recog- 
nized by Physicians Advisory Committee as 
needing doctor; sale will permit present phy- 
sician get out Priority One. Contact: Gerald J. 
Brown, M.D., c/o Dr. L. C. Ogburn, Chairman 
Local Advisory Committee, O'Hanlon Building, 
Winston-Salem, N. C. 


Tennessee Valley 


Medical Assembly 


September 27-28, 1954 


The Read House, Chattanooga, Tennessee 


Make Your Reservations Early! 


For Hotel Reservations write CHATTANODO- 
GANS, INC., 819 Broad Street, Chattanooga, 
Tennessee. 


For other information write Robert C. Hart, 
Executive Secretary, 108 Medical Arts Bldg., 
Chattanooga, Tennessee 


This program has been approved for post- 
graduate credit by the American Academy of 
General Practice 
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KARO SYRUP. setones in tHis picture! 


.».@ carbohydrate of choice 
in milk modification for 3 generations 


OPTIMUM caloric balance—60% of caloric intake, 
gradually achieved in easily assimilable carbohydrates 
—is assured with Karo. Milk alone provides 28%, 

or less than half the required carbohydrate intake. 


A MISCIBLE liquid, Karo is quickly dissolved, 
easy to use, readily available and inexpensive. 


A BALANCED mixture of dextrins, maltose and dextrose, 
Karo is well tolerated, easily digested, gradually 
absorbed at spaced intervals and completely utilized. ; 


PRECLUDES fermentation and irritation. Produces 

no reactions, hypoallergenic. Bacteria-free Karo is 
safe for feeding prematures, newborns, and infants— 
well and sick. 


LIGHT and dark Karo are interchangeable in 
formulas; both yield 60 calories per tablespoon. 


CORN PRODUCTS REFINING COMPANY * 17 Battery Place, New York 4,N. Y. 
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BOOK REVIEWS 


Fifty Years of Medicine. By Lord Horder, 
G.C.V.O., M.D., F.R.C.P. 70 pages. Price, 
$2.50. New York: Philosophical Library, 
Inc., 1954. 


This little book is an expanded version of the 
Harben Lectures delivered at the Royal Institute 
of Public Health and Hygiene in December, 1952. 
Lord Horder, like most educated Englishmen, has 
the happy faculty of saying a great deal in a com- 
paratively few words. In 62 pages of text he has 
succeeded in covering the great medical advances 
made in this century, and in discussing the present 
and future of medicine. He speaks from the stand- 
oint of the public, as well as that of the physician. 
is keen sense of humor and his delightful style of 
writing make the book easy to read. 

This JOURNAL could pay it no higher tribute 
than to select from it a number of “fillers” for fu- 
ture publication. This reviewer agrees fully with 
the comment of Time and Tide: “He is a medical 
statesman . . .—and he has given us a book of ref- 
erence which should be laid down for the next 
generation,” 


Name Reactions in Organic Chemistry. By 
A. R. Surrey, M.D., Senior Research Chem- 
ist, Sterling-Winthrop Research Institute, 
192 pages. Price, $4.00. New York: Aca- 
demic Press, Inc., 1954. 


This book was written to fill the need for e 
sharpened, up-to-date compilation of name _ reac- 
tions, one of the important tools of the organic 
chemist. These are the reactions designated by the 
names of the individuals who discovered or de- 
veloped them, conforming with time-honored cus- 
tom in chemical literature. 

To the research chemist, name reactions are often 
an invaluable aid as basic source material to be 
applied, in varying degrees, in organic syntheses. 

any have been modified over the years. Contrib- 
uting to their development and improvement have 
been new procedures, reaction conditions, solvents 
and condensing agents. 

In his treatment of the subject matter, Dr. Sur- 
rey describes each reaction, its scope, applicability 
and limitations, and brings it up to date in regard 
to new developments. Short biographical sketches 
of the “name chemists” are included. 


Our Advancing Years. By Trevor Howell, 
M.R.C.P. Ed. 192 pages. London: Phoenix 
House, Ltd., 1953. Distributed in this coun- 
try by The MacMillan Company, New York. 


Another excellent contribution to the growing 
literature on the problems of old age is “Our Ad- 
vancing Years” by Dr. Trevor Howell of England. 
It was originally published by the Phoenix House of 
London, but is now being distributed by the Mac- 
millan Company of New York. Dr. Howell has the 
facility for using the English language that appar- 
ently is an attribute of most cultured Englishmen. 
His wide experience in geriatric medicine has well 
qualified him to write a book dealing with the prob- 
lems of old age. While it is written primarily for 
the non-medical reader, it should be of interest to 
all doctors who have to deal with older members of 
the population. 

The first chapter discusses general considerations 
of the problem of old age. The second deals with the 
historic aspects of old age. The third discusses the 
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characteristics of what the author calls “normal 
old age,’ which he says “is not a simple slope 
which everyone slides down at the same Mies 5 
“but is a flight of irregular stairs, down which 
some journey more quickly than others.” The fourth 
chapter, on “Old Folks at Home,” is one of the best 
and most practical in the book. Later chapters are 
devoted to organizations for caring for older mem- 
bers of the population, and to consideration of the 
relative merits of homes, hospitals, and institutions. 
The final chapter, “Conclusions and Recommenda- 
tions,” sums up quite well the difficulties faced in 
dealing with older patients, and offers some prac- 
tical suggestions as to how many of the difficulties 
may be overcome. 

The book of course is written from the British 
viewpeint, and consequently some of it is not ap- 
plicable to Americans. The general problems of old 
age, however, are the same in both countries, and 
this book can be recommended as a notable contri- 
bution to the care of older people. 


Current Therapy 1954. Edited by Howard 
F. Conn, 897 pages. Price, $10.00. Philadel- 
phia and London: W. B. Saunders Company, 
1954, 

The use of the five previous editions of this book 
has been so widespread that little need be said to 
acquaint the practicing physician with its content 
or value, The format continues unchanged and con- 
sists of large type set in two columns to a page, 
without illustrations or bibliography. 

This 1954 edition contains methods of therapy by 
192 contributors; each method is given in dcetail. 
No mention is made of diagnosis, it being assumed 
that the diagnosis has been established. 

This book serves as an extremely useful authori- 
tative and current source of accepted methods of 
treatment, and is of particular use to the busy 
practitioner. 


BOOKS RECEIVED 


Mathematical Deductions from Empirical Rela- 
tions Between Metabolism, Surface Area and 
Weight. By Hermann von Schelling. 22 pages, illus- 
trated. Price, $1.00. The New York Academy of 
Sciences, 1954. 

Branched Molecules. By F. R. Eirich and 18 other 
investigators. 135 pages, illustrated. Price, $3.50. 
The New York Academy of Sciences, 1954. 

Parental Age and Characteristics of the Offspring. 
By L. C. Strong and 21 other experts. 150 pages, 
illustrated. Price, $3.50. The New York Academy 
of Sciences, 1954. 

Neurotoxoid Interference with Two Human 
Strains of Poliomyelitis in Rhesus Monkeys. B 
Murray Sanders and others. 12 pages, illustrated. 
$.50. The New York Academy of Sciences, 1954. 

Basic Odor Research Correlation. By A. R. Behnke 
and 33 other specialists. 175 pages, illustrated. 
Price, $3.50. The New York Academy of Sciences, 
1954. 

The Relation of Lean Body Weight to Metabolism 
and Some Consequent Systematizations. By Captain 
Albert R. Behnke, Medical Corps, U.S. Navy. 48 
pages, illustrated. Price, $1.25. The New York 
Academy of Sciences, 1954. 

Illustrated Review of Fracture Treatment. By 
Frederick Lee Liebolt, M.D., Sc.D. 228 pages. Price, 
$4.00. Los Altos, California: Lang Medical Publi- 
cations, 1954. 
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{CONTINUED FROM PAGE 272) 


VETERANS ADMINISTRATION 


Dr. John J. Tyson, manager of the Veterans Ad- 
ministration hospital at Omaha, Nebraska, has been 
appointed manager of the VA hospital at Durham, 
North Carolina, VA announced recently. 

Dr. Tyson succeeds Dr, Horace B. Cupp as man- 
ager of the 483-bed general medical and surgical 
hospital at Durham. Dr. Cupp was appointed Area 
Medical Director in the VA Atlanta Office. 


DEPARTMENT OF THE ARMY 


A series of short postgraduate courses for medi- 
cal officers will be conducted by the Army Medical 
Service beginning on July 1, it has been announced 
by Major General George E, Armstrong, the Army 
Surgeon General. 

The courses, designed to keep medical officers in 
outlying installations abreast of recent medical ad- 
vances and to keep the health of Army personnel 
at a high level, are offered to both active and in- 
active duty medical officers as well as physicians 
from other governmental agencies and civilian phy- 
sicians according to the announcement. The courses 
are also open to medical officers of Navy and Air 
Force. 

Active duty Army Medical officers and civil serv- 
ice physicians should submit applications to the 
Surgeon General, Department of the Army, and 
reserve officers to the Army area commander where 
assigned. National Guard medical officers should 
make application through the National Guard Bu- 
reau, ashington 25, D. C., and medical officers 
from other services through normal command chan- 
nels. Physicians from other federal agencies and 
civilian physicians should apply directly to the 
commander of the installation offering the course. 


* 


The Army Medical Service residency program in 
anesthesiology will be increased in term to three 
years beginning July 1 to give candidates additional 
training, it has been announced by Major General 
George E. Armstrong, Surgeon General. 

The new plan announced by the Surgeon General 
provides for the two years of clinical training re- 
quired for American Board of Anesthesiology cer- 
tification and an additional year devoted to research 
and development training coordinated with the basic 
sciences in anesthesiology. 

According to the new plan, selected Medical Corps 
officers will spend their first year of the three-year 
residency at Walter Reed Army Medical Center, 
Washington, D. C., where they will receive funda- 
mental clinical training. 

The second year will be presented at the Army 
Medical Service Graduate School, Walter Reed 
Army Medical Center, Washington, and will be de- 
voted to research and development. 

‘The last year of residency under the new program 
will be spent at one of four Army hospitals and will 
present the candidates with a summation of train- 
ing with clinical and teaching experience. The four 
hospitals to be utilized in the program are: Brooke 
Army Hospital, Brooke Army Medical Center, Fort 
Sam Houston, Texas; Fitzsimons Army Hospital, 
Denver, Colorado; Letterman Army Hospital, San 
Francisco, California; and Walter Reed Army Hos- 
Reed Army Medical Center, Washing- 
on, D.C, 
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U. S. DEPARTMENT OF HEALTH, 
EDUCATION, AND WELFARE 


Public Health Service 


Establishment of a Leukemia Studies Section in 
the Laboratory of Biology at the Public Health 
Service’s National Cancer Institute was announced 
recently by Dr. John R. Heller, Institute director. 


The new Leukemia Studies Section will be headed 
by Dr. Lloyd W. Law, a Public Health Service offi- 
cer who has been studying factors affecting the 
development of leukemia in laboratory animals 
since he joined the National Cancer Institute in 
1947, 


* 


Appointment of Dr. Robert W. Berliner to the 
position of associate director in charge of research 
at the National Heart Institute has been announced 
by Surgeon General Leonard A, Scheele of the Pub- 
lic Health Service, Department of Health, Educa- 
tion, and Welfare. Dr. Berliner will occupy the 
position formerly held by Dr. James A. Shannon, 
who now is associate director of the National Insti- 
tute of Health, of which the Heart Institute is a 
unit. 


Dr. Berliner will be in charge of research con- 
cerned with the structure and function of the heart 
and circulatory system and the cause and nature of 
changes which occur in cardiovascular disease, This 
research is conducted by investigators in many 
medical and generai scientific specialties in heart 
laboratories at the National Institutes of Health, 
Bethesda, Maryland, and is an important part of 
our accelerating national effort against heart dis- 


ease. 


INSTITUTE OF LIFE INSURANCE 


Persons who survive a cancer operation by several 
years have an encouraging life expectancy, accord- 
ing to a life insurance study just completed by the 
Society of Actuaries. Concrete evidence is produced 
in this study that those who have had cancer may 
live far into the future. 


This was a part of a massive study of 725,000 
policies covering persons with some known physical 
impairment, carrying through a 15-year period, 
1935-1950. Included in the study were about 1,000 
persons who had been operated on for cancer five 
years or more prior to acceptance for the insurance, 


Analysis of the experience of persons reporting 
a family history of cancer showed, for all sites of 
cancer combined, no significant tendency for the 
disease to be hereditary. 


Tuberculosis experience was covered in another 
section of the study and here the actuaries report 
that in the case of persons with a history of pul- 
monary tuberculosis, underweight at time of issu- 
ance of the policy did not have an adverse effect on 
mortality. It had previously been felt that under- 
weight was a distinct hazard in connection with 


tuberculosis history. 


Among cases where the tuberculosis history was 
10 or more years prior to policy issuance, the death 
rate for selected cases with a minimum lung in- 
volvement was about normal among those accepted 
at standard rates and only moderately above normal 
for those accepted at extra-risk rates. 
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ADVERTISEMENTS 


XXI 


Amebiasis'a‘ Poorly Reported Disease 


Until serious complications arise, 


amebiasis may pass unrecognized and 


patients receive only symptomatic treatment. 


Although amebiasis is a disease with serious 
morbidity and mortality, statistics on its inci- 
dence! are incomplete because its manifestations 
are not commonly recognized and consequently 
not reported, 

“Vague symptoms? referable to the gastrointes- 
tinal tract, such as indigestion or indefinite abdom- 
inal pains, with or without abnormally formed stools, 
may result from intestinal amebiasis, Not infre- 
quently in cases in which such symptoms are ascribed 
to psychoneurosis after extensive x-ray studies have 
been carried out, complete relief is obtained with 
antiamebic therapy.” 

To prevent possible development of an inca- 
pacitating or even fatal illness and to eliminate a 
reservoir of infection in the community, diagnos- 
ing and treating’ even seemingly healthy ‘“‘car- 
riers” and those having mild symptoms of ame- 
biasis is advised, 

Early diagnosis! is important because infection 
can be rapidly and completely cleared, with the 
proper choice of drugs and due consideration for 
the principles of therapy. For treatment of the 
bowel phase these authors find Diodoquin ‘*most 
satisfactory.” 

For chronic amebic infections, Goodwin‘ finds 
Diodoquin to be one of the best drugs at present 
available. 

Diodoquin, which does not inconvenience the 
patient or interfere with his normal activities, may 
be used in the treatment of acute or latent forms 
of amebiasis. If extraintestinal lesions require 
the use of emetine, Diodoquin may be admin- 
istered concurrently. It is a well tolerated and 
relatively nontoxic orally administered ameba- 
cide, containing 63.9 per cent of iodine, 

Diodoquin (diiodohydroxyquinoline), available 
in 10-grain (650 mg.) tablets, reduces the course 
of treatment to twenty days (three tablets daily). 
Treatment may be repeated or prolonged without 


Endamoeba histolytica (rophozoite). 


serious toxic effect. It is accepted by the Council 
on Pharmacy and Chemistry of the American 
Medical Association. G. D. Searle & Co., Re- 
search in the Service of Medicine. 

1. Hamilton, H. E., and Zavala, D. C.: Amebiasis in lowa: 
Diagnosis and Treatment, J. lowa M. Soc. 42:1 (Jan.) 1952. 


2. Goldman, M. J.: Less Commonly Recognized Clinical Fea- 
tures of Amebiasis, California Med. 76 :266 (April) 1952 


3. Weingarten, M., and Herzig, W. F.: The Clinical Manifesta- 
tions of Chronic Amebiasis, Rev. Gastroenterol. 20:667 (Sept.) 
1953. 

4. Goodwin, L. G.: Review Article: The Chemotherapy of 


Tropical Disease: Part I. Protozoal Infections, J. Pharm. & 
Pharmacol. 4:153 (March) 1952. 
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SPECIFIC BENEFITS a.eo ror Loss oF siaHt, 
OR LIMBS FROM ACCIDENTAL INJURY 


$4,000,000 Assets 
$20,000,000 Claims Paid 
52 Years Old 


Physicians Casualty & Health Ass’ns. 
Omcha 2, Nebraska 


_ PEDIGREED IN ITs FIELD 


” to Westerie Electrie 
Hearing. Aid Division, ‘brings. the boon of 
better hearing to. thousands. 
These are the Kofivox Hearing Aid Dealers: 
who serve you in this. territory. Audivox: — 
dealers are chosen for their';competence and 
their interest in your patients’ hearing 
problems. 


Audiphone Compa of Asheville ‘> 
106 Miles Building: 
Asheville, North ‘Caroline’ 
Tel.: 2-1773 , 


Maurlee Audipitone & ‘Electric 
703 East Main Street’ . 

Durham, North Carolina 

Tel.: 5-8921 

634 Nissen Buildi ait 


Bland’s Hearing Ai Silles & 
401 State Bank Buildiyig, 
Greenville, North Carolina 


Tennessee Hearing Service 
610 Walnut Street 
Knoxville, Tennessee 

Tel.: 4-8530 


Audiphone Associates, Inc. 
Wainwright Building 
229 Bute Street 
Norfolk, Virginia 
Tel.: 5-1046 


Florence Hearing Center 
165 South Irby Street 
Florence, South Carolina 


CASS THESE Amounts | 
from 
| 
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blueblood 


: Only a long and distinguished ancestry of 
a champions can produce a feline blueblood. 


Only audivox in the hearing aid field can trace an an 
cestry that includes both Western Electric and Bell Tel- 
elephone Laboratories. audivox lineage springs from 
the pioneer experiments of Dr. Alexander Graham Bell, 
which were furthered by the development of the hearing 
aid at Bell Telephone Laboratories, and in turn, brought 
to fruition by Western Electric and audivox engineers. 


Distinctly a blueblood in its field, audivox , successor to 
Western Electric Hearing Aid Division, brings the boon 
of better hearing, and its enrichment of living, to thou- 
sands. With the magical modern transistor, with scientific 
hearing measurement and scientific instrument-fitting, 
serviced by a nationwide network of professionally- 
skilled dealers, aydivox moves forward today in a 
| proud tradition, 


Successor to WL Hearing Aid Division 
TO THE D 123 Worcester, $t., Boston, Mass, 
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* accessories 
available 
Z Alexander 
ae 
‘ 
H 


XXIV ADVERTISEMENTS June, 1954 


A Modern Hospital 


for the 
Treatment of Alcoholism 


A private hospital employing the latest scientific Hormones -Vitamin treat- 
ment (*Hormovit), Conditioned Reflex, Psychological, Psychiatric, Biological 
and other tested methods for the rehabilitation of consent patients suffering 


from alcoholism. 


Under the direction of a competent licensed physician with five consulting 
physicians subject to call. Registered nurses in charge 24 hours daily. 


All equipment modern with facilities to take care of fifty patients both 


male and female. 


The White Cross Hormones-Vitamin and Conditioned Reflex Treatment is 


a common sense approach to the actual removal of the CAUSES creating the 


desire for alcohol. It is the result of years of clinical research anc experience... 


sound in principle... thoroughly safe ... successfully used in thousands of cases. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
in the quiet serene mountains of Virginia, conducive to rest, comfort and recuperation. 


Doctors’ inspection invited. For information, phone or write 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11 
Salem, Virginia — Phone Salem 4761 


Copyright 1952, Alford, Attanta, 


*Hormovit le the exclusive trade mark of the White Cross Hormones-Vitemin Treatment 
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With G-E diagnostic x-ray units, you can 


start small... 


a step at a time. Add compo- 


NE of the three General Electric diag- nents as you need them. 
nostic units shown here will give you if 
the results you have a right to expect within | 
the range of service you need. All provide 
modern radiographic and fluoroscopic facili- 
ties .. . each is built to the exacting standards 
naturally associated with General Electric. 
And remember — you can get any of these 
units — with no initial investment — under 
the G-E Maxiservice® rental plan, What's 
more, if you want to upgrade or “trade-in” 
your rented unit, there’s no obsolescence loss. 
Get all the facts from your G-E x-ray 
representative, 


MAXICON line can be built up 


Progress is our most important product 


GENERAL @ ELECTRIC 


MAXISCOPE® gives you every feature you've sought IMPERIAL begins where conventional x-ray units 
in conventional x-ray apparatus — fast, consistent leave off — gives all technics new ease and facility 
results for both radiography and fluoroscopy. with exclusive features previously unobtainable. 


Resident Representatives: 


Direct Factory Branch: 
WINSTON-SALEM — N. E. Bolick, 1234 Miller Street 
CHARLOTTE — 1140 Elizabeth Ave. way SON — A. L. Harvey, 1501 Branch Street 
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RAYTHEON RADAR 
MICROTHERM 


— The Modern Diathermy 


RAYTHEON Radar Microtherm offers you the modern microwave 
method of precision heat application. 


MICROTHERM operates at 2450 megacycles, as contrasted with 
the highest television range of 920 megacycles, hence TV 
interference is avoided. 


MICROTHERM provides penetrating energy for deep heating— 
dosage may be accurately timed. 


MICROTHERM is safe as well as quick, easy to apply as well as 
clinically efficient. 


Ask for a demonstration 


Powers and Anderson of North Carolina, Inc. 


58-60 BURKE STREET 
WINSTON-SALEM, NORTH CAROLINA 


Clearview Sanatorium, incorporated 
Ayden, North Carolina 


Treatment for ALCOHOLIS 


A modern private institution for the treatment of acute alcoholism, centrally located 
in the eastern part of North Carolina, providing adequate modern facilities for both 
male and female patients under the supervision of competent medical direction, with 
quiet, pleasant surroundings, food and accommodations. 

Address all inquiries to: 

Clearview Sanatorium, 609 Cannon St., Ayden, North Carolina 
Herbert W. Hadley, M.D., Medical Director 

Telephone: Ayden 3169 Located Highway No. 11 (Greenville—Kinston) 


% 
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WHEN SYMPTOMS ARE DISTRESSING 


BUT DISGUISED ... 


“It is strange,” Malleson says, “how little clinical recognition” has been given 
to the “negative behavior” or “endogenous misery” of the woman with endocrine 
imbalance. Largely accountable for this, of course, is the patient’s own reluctance 
to discuss these symptoms with her physician until she actually suffers from some of 


the more obvious menopausal symptoms such as hot flushes. Even then she may become 


so accustomed to her change in feeling she can’t remember what it’s like to feel well.’ 


Changes in the mood pattern are just a few of the many distressing symptoms 


of declining ovarian function which are so often disguised because they do not always 


_coincide with cessation of menstruation, and at times will occur long before, and even 


years after. Other good examples are insomnia, headache, easy fatigability, arthralgia 
— and understandably so, when one considers that the loss of ovarian hormone “with- 


draws one of the most important metabolic regulators of the organism.’” 


“Premarin” is a preparation of choice for the replacement of body estrogen. 
“Premarin” presents a complete equine estrogen-complex and all the components 
of this complex are meticulously preserved in their natural form. This largely explains 
why “Premarin” not only produces prompt symptomatic relief but also imparts an 
important “plus” — the distinctive “sense of well-being” that patients find so highly 
gratifying. These benefits of “Premarin” have made it a natural estrogen widely 


prescribed by physicians ... and often preferred by patients. 

66 99 

PREMARIN: 


has no odor Estrogenic Substances (water-soluble), also known as conjugated 


... imparts no odor estrogens (equine), available in both tablet and liquid form 


1. Malleson, J.: Lancet 2:158 (July 25) 1953. 2. Goldzieher, M. A., and Goldzieher, J. W.: Endocrine 
Treatment in General Practice, New York, Springer Publishing Company, Inc. 1953, p. 23. 


NEW YORK, N. Y. MONTREAL, CANADA 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 


Medicine: 
Manfred Call, III, M.D. 
M. Morris Pinckney, M.D. 
Alexander G. Brown, III, M.D. 
John D. Call, M.D. 
Wyndham B. Blanton, Jr., M.D. 


Obstetrics and Gynecology: 


Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 
Edwin B, Parkinson, M.D. 


Orthopedics: 
Beverly B. Clary, M.D. 


ediatrics: 


Charles P, Mangum, M.D. 
Edward G, Davis, Jr., M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Pathology: 


RICHMOND, VIRGINIA 


Surgery: 
A. Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A, Michaux, M.D. 
Carrington Williams, Jr., M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Plastic Surgery: 
Hunter S, Jackson, M.D. 


Roentgenology and Radiology: 
Fred M. Hodges, M.D. 
L. O. Snead, M.D. 
Hunter B., Frischkorn, Jr., M.D. 
William C, Barr, M.D 


Physiotherapy: 
Mrs. Peggie Ashley 


Regena Beck, M.D. 


Director: 


Charles C, Hough 


APPALACHIAN HALL 


Asheville, North Carolina 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 
drug habituation. 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled all year round cli- 
mate for health and comfort. All natural curative agents are used, such as physiotherapy, occupational therapy, 
shock therapy, outdoor sports, horseback riding, etc. Five beautiful golf courses are available to patients. Ample 
facilities for classification of patients. Rooms single or en suite with every comfort and convenience. 


For rates and further information write 
APPALACHIAN HALL, ASHEVILLE, N. C. 


WM. RAY GRIFFIN, M.D. M. A, GRIFFIN, M.D. 
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In 


arthritis 
and allied 


disorders 


Rapid Relief of Pain 
usually within a few days 


Greater Freedom 
and Ease of Movement 
functional improvement in a significant 


percentage of cases 


No Development of Tolerance 
even when administered over 
a prolonged period 


BUTAZOLIDIN 


(brand of phenylbutazone) 


Its usefulness and efficacy substantiated by numerous published reports, 
BuTAZOLIDIN has received the Seal of Acceptance of the Council on 
Pharmacy and Chemistry of the American Medical Association for use in: 


e Gouty Arthritis e Rheumatoid Arthritis 
e Psoriatic Arthritis e Rheumatoid Spondylitis 
e Painful Shoulder (including peritendinitis, capsulitis, bursitis and acute arthritis) 


Since BUTAZOLIDIN is a potent agent, patients for therapy should be selected 

with care; dosage should be judiciously controlled; and the patient should be regularly 
observed so that treatment may be discontinued at the first sign of toxic reaction. 
Descriptive literature available on request. 

Butazouip1n® (brand of phenylbutazone), coated tablets of 100 mg. 


; GEIGY PHARMACEUTICALS 


{ Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N.Y. 


In Canada: Geigy Pharmaceuticals, Montreal 
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TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 
staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


Catalog on Application 


BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF PSYCHIATRIC 
ILLNESSES AND PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational Therapy 
Modern Facilities 


Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. BRAWNER, M.D. Jas. N. BRAWNER, JR. M.D. ALBERT F. BRAWNER. M.D. 


MEDICAL DIRECTOR ASSISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 
SUPERINTENDENT 


P.O. Box 218 Phone 5-4486 
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Greater effectiveness 
Less undesirable “side” effects 


with 


“CENTRAL’S” TRIPLE-SULFA COMBINATION: 


TRISULFAZINE 


(COUNCIL-ACCEPTED) 


Combination of: 


Sulfadiazine 
Sulfamerazine 


Sulfamethazine 


In three convenient forms: 


Trisulfazine tablets 
Trisulfazine palatabs (for infants and children) 


Trisulfazine suspension, with sodium lactate in 
stable, pleasant-to-take form. 


A pioneer product of: THE CENTRAL PHARMACAL COMPANY 


SEYMOUR, INDIANA 


“Products Born of Continuous Research” 


Detailed literature and liberal samples on request from: 


CENTRAL-ETHEX, Inc. GrirrFin, GEORGIA 


Sole Distributors in the Carolinas, Florida and Georgia 
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HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 
ASHEVILLE NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—lInsulin, electro- 
shock, psychotherapy, occupational and recreational 
therapy——for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, 
amid the scenic beauties of the Smoky Mountain 
Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabili- 
tation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
Medical Director 
Robt. L. Craig, M.D., Diplomate in Neurology 
and Psychiatry 
Associate Medical Director 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. E. H. E. Taylor, M.D. J. T. Vernon, M.D. 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRITY AND DRUG HABITS 

A home for permanent care of selected cases of chronic nervous and mental diseases. 

Equipped for treatment by ty methods, Billiards, tennis and other diverting amuse- 

ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 


seasons. 
The three medical officers of the staff reside at the sanatorium and devote their full 


time to the care and service of the patients. 
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restlessness and irritability with pain 


one of the 44 uses 


for short-acting 


“Or the various drugs used, codein and 
NEMBUTAL (Pentobarbital, Abbott) were 
found to be highly effective. It was found 
that these drugs could be repeated to pro- 
vide continued restfulness and that fractions 
of the original doses were often effective as 


maintenance doses. 


4001184 


Nembutal 


“They usually produce rest and the sleep 
brought about by their use approximates 
normal sleep. The action of these drugs is 
rapid; and if the patient is not disturbed, 
the sleep may continue 


from one to five hours.’”! 


1. Gurdjian, E. 8., and Webster, J. E., Amer. J. of 
Surgery, 63:236, 1944. 
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believes 
there is no substitute for 


Only a doctor can best specify 
the scientific requirements for 
correct sleeping posture, health- 
ful sleeping comfort, That’s why 
Sealy enlisted the judgment and 
skill of members of the medical 
profession itself in developing 
the “world’s largest selling mat- 
tress designed in cooperation 
with leading Orthopedic Surgeons”... the superb 
Sealy Posturepedic Mattress. The spine-on-a-line 
support, the relaxing resiliency of this finer, firmer 
mattress merit your early attention, 


POSTUREPEDIC 


* PROFESSIONAL DISCOUNT 
* 


*To acquaint physicians everywhere 
with the exclusive features of this 
mattress, Sealy offers a special pro- 
fessional discount on the purchase of 
the Sealy Posturepedic for the doc- 
tor’s personal use only. Now doctors 
may discover for themselves, AT SUB- 
STANTIAL SAVINGS, the superior 
support, the luxurious comfort of the 
Sealy Posturepedic. See coupon below 
for details. 


SEALY Has FREE Reprints 
of the booklets named in the coupon 
below and will be happy to forward 
you quantities for use in your office. 


~// SEALY OF THE CAROLINAS | 
Lexington, North Carolina 
Gentlemen: Please send me 
= without charge: 
——Copies of “The Orthopedic Surgeon Looks 

at Your Mattress” 
——Copies of “A Surgeon Looks at Your 
Child’s Mattress” 
Please send free information on profes- 
sional discount H 


The 
KOMPAK 
Model 


Baumanomeler 


Fits easil 


im your 


bag 


For all outside calls the outstanding 
choice of physicians is the KOMPAK 
Model Lifetime Baumanometer ... 
serves dual purpose when also used on 
the doctor’s desk. A lifetime of blood- 
pressure accuracy : $39.50 Complete. 


CAROLINA SURGICAL 


SUPPLY COMPANY 


RALEIGH DURHAM 
NORTH CAROLINA 


For twenty years... 
we have constantly endeavored to serve 
the medical profession with... 


better products for 
better birth control 


Cooper Creme 


no finer name 
in contraceptives 


Whittaker Laboratories, Inc. 


Peekskill, New York F REE 


Please send: Full Size $1.50 Combination lahiap 
Free—Cooper Creme/Dosimeter. 


active ingredients: 
Trioxymethylene 04% 
Sodium Oleate 0.67% 


Name M.D. 


Address 
City Zone. 
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REHABILITATION FOR THE ALCOHOLIC 


The alcoholie’s chief interest is the next drink 
even though he is physically sick, nervous, appre- 
hensive and badly in need of treatment. 


It is only when he realizes that he can no 
longer control his drinking and appeals to his 
family physician for help that he makes the first 
step toward recovery. 


Upon referral to The Keeley Institute for spe- 
cialized treatment, he is admitted on a voluntary 
basis, even thodgh intoxicated. With pleasant 


THE 


447 West Washington Street 


Greensboro, North Carolina 


techniques and individual medical care, he is man- 
aged through the acute stages of intoxication. 
After the craving or dependence on alcohol is 
relieved, self confidence is progressively restored. 
The patient is encouraged to participate in group 
activities and recreation on the spacious Keeley 
grounds. Unobtrusive supervision by trained 
nurses is provided as needed. 

Re-education on alcohol and alcoholism is essen- 
tial as therapy is aimed at physical and mental 
rehabilitation. 


INSTITUTE 


Telephone 2-4413 


Registered with the Council on Education and Hospitals of American Medical Association. 
Member American Hospital Association. Member North Carolina Hospital Association. 


A. F. Fortune, M.D., Medical Director — 


Ben F. Fortune, M.D., Associate Medical Director 
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GLENWOOD PARK SANITORIUM 


Founded by 
W. C. ASHWORTH, 
M.D. 


1904 


Established in 1904 and continuously operated since that date for the medical 
treatment of drug and alcoholi¢e addictions. Located in an attractive suburb of Greens- 
boro where privacy and pleasant surroundings are to be found. 


WortH WILLIAMS, Business Manager 


Address: GLENWOOD PARK SANITORIUM, Greensboro, N. C. 
Telephone: 2-0614 


_ GREENSBORO, 
North 
Carolina 


R. M. Bure, Jr., Medical Director 


X-RAY SERVICE 


Factory Trained — 
Field Experienced — Technicians 
F.C. C. Licensed — 


Parts, equipment and experience necessary to 
properly and quickly repair your X-Ray equip- 
ment, regardless of make, model, age or 
application. 


You'll be glad you called us first. 


MACHINE & SUPPLY CO., Inc. 
Morehead City, N. C. — Phone 2-5971 


The eee FOR 
Th EXCEPTIONAL 
ompson CHILDREN 
Homestead Year round private 


home and school for 


School infants, children and 
adults on pleasant 


250 acre farm near Charlottesville. 
Write for booklet. 
~ Mrs. J. Bascom THOMPSON, Principal 
FREE UNION VIRGINIA 


Compliments 0 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


65 Haywood Street 
ASHEVILLE, North Carolina 


P. O. Box 1716 Telephones 1004-1005 


- 
4 


x June, 1954 ADVERTISEMENTS XXXVII 


pocTOR IN THE HOUSE..-- 


(Who Isn't "Up to Here’ in Unpaid Accounts) 


It’s a case of “unpaid-bill-itis”, and it seems to be contagious. 
The symptoms of this peculiar disease have been plaguing doc- 
tors for years ... but the complete cure is as simple as picking 
up your phone and calling the Medical-Dental Credit Bureau 
nearest you. 


“i Medical-Dental Credit Bureaus do a thorough job for 

re uaeeres you by collecting your unpaid accounts ethically and hon- 
estly. Professional collection people handle your patients 
with “Kid-Gloves” . . . and do it in such a manner that 
e you'll be amazed at the good patient-doctor relationship 


it establishes. 

me a = “ So to get that extra shot in the arm... to turn 
: your unpaid accounts into cold cash... call in your 
specialist on collections today. 


‘ 
~ 


MEDICAL- DENTAL CREDIT BUREAUS 


Charlotte - 212 N. Torrence St.- Phone 7-1529 High Point-513 Security Bank Bldg.-Phone 3955 
Greensboro-216 Commerce Pl. — Phone 3-8255 Lumberton - 115 W. Second St. - Phone 3284 
Winston-Salem - 624 Nissen Bldg.-Phone 4-8373 


North Carolina Members — National Association Medical-Dental Bureaus 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


125-BED PRIVATE PSYCHIATRIC HOSPITAL FOR THE TREATMENT OF NERVOUS 
AND MENTAL DISORDERS, INCLUDING ALCOHOLISM AND ADDICTION. 


James P. King, M.D., Director 


James K. Morrow, M.D. Thomas E. Painter, M.D Daniel D. Chiles, M.D 
James L. Chitwood, M.D., Medical Consultant 


Affiliated Clinics Offering Psychiatric and Psychological Evaluation and Therapy: 
KNOXVILLE MENTAL HEALTH CENTER BLUEFIELD MENTAL HEALTH CENTER 
514 West Church Avenue 1400 Bland Street 
Knoxville, Tenn. Bluefield, W. Va. 
George L. Gee, M.D., Director David M. Wayne, M.D., Director 
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TO-MEMBERS OF THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 


As close as your phone... 


TELEPHONE COLLECT 
5-5341 — DURHAM 


If you have any problems in 
connection with disability in- 
surance we invite you to call 
this office—collect. We'll do 
our best to help you — and 


1011 
.L.CRUMPTON 


there’s no obligation on your 


part. 


THIS IS THE ACCIDENT AND HEALTH 
PLAN ESTABLISHED BY THE STATE 
SOCIETY FOR ITS MEMBERS IN 1940 


PLANS AVAILABLE 


Accidental Dismemberment Accident and Annual Semi-Annual 
Death Benefits, Up to Sickness Benefits Premium Premium 
$5,000.00 $10,000.00 $ 50.00 weekly $ 90.00 $46.50 
5,000.00 15,000.00 75.00 weekly 131.00 66.00 
5,000.00 20,000.00 100.00 weekly 175.00 86.50 


($433.00 per month) 


Members under age 60 may apply for $10.00 per day extra for hospitalization 
at premium of only $20.00 annually, or $10.00 semi-annually. 


FOR APPLICATION, OR FURTHER INFORMATION, WRITE OR CALL 


J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 
Box 147, Durham, N. C. 


Representing—COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 
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ESTABLISHED toil ~~ 


WESTBROOK SANATORIUM “im 


PAUL V. ANDERSON, M.D, 


President 


REX BLANKINSHIP, M.D. 
Medical Director 


JOHN R. SAUNDERS, M.D, 
Associate 


eA private psychiatric hospital em- Staff 
ploying modern diagnostic and treat- 
ment procedures—clectro shock, in- 
sulin, psychotherapy, occupational and 


recreational therapy—for nervous and THOMAS PF. COATES, M.D. 


mental disorders and problems of 
R. H. CRYTZER, Administrator 
P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 
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be 


provides 

relief from 

wide variety 
seasonal 


BENADRYL Hydrochloride. 
(diphenhydramine hydro- 
chloride, Parke-Davis) 

is available in a variety of forms 

—including Kapseals,” 50 mg. 
each; Capsules, 25 mg. each; 
Elixir, 10 mg. per teaspoonful; 
and Steri-Vials,” 10 mg. perce. 


for parenteral therapy. 


Patients troubled by lacrimation, nasal discharge, 
and sneezing respond to BENADRYL and enjoy 
symptom-free days and restful nights. 
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-..- provides 70% of the 
infant’s Recommended Daily 
Allowance of iron 


In addition to its superiority as ‘the infant's first 

solid food,” Pablum is specially iron-enriched to 

provide prophylaxis against iron deficiency ane- 

mia which is so prevalent in infancy. Hemoglobin formation in children on 


an orphanage diet and the same diet 
“The most common nutritional deficiency" in 
infants and children is a deficiency of iron.! When 

inherited iron stores are exhausted, neither breast —-- Orphanage diet 
milk nor cow's milk formulas provide a satis- 
factory iron intake.? 


One-half ounce of Pablum® (the usual daily feed- 
ing) supplies the infant with 4.3 mg. of elemental 
iron. This is 70% of the Recommended Daily 
Allowance for infants under 1 year. One ounce 
of Pablum supplies 141% of the R.D.A. for infants Age in months 

under 1 year and more than 100% of the Allow- Ross & Summerteidt: Am. J. Dis. 

Child, 49: 1185, 
ance for children up to 6 years. - ; 


Pablum cereals provide definite and specific con- 
tributions to the nutrition of the infant, as both 
laboratory and clinical studies proved (see chart). 


Rigid bacteriologic control .. . exclusive and ex- 
acting manufacturing . . . modern packaging— 
all protect the fresh, clean taste and fine texture 
of Pablum cereals. 


Diet plus Pablum Mixed Cereal 


Increase of hemoglobin 


per 100 cc. of biood 


1. Smith, N. J., and Rosello, S.: J. Clin. Nutrition 1: 275, 1953; 
2. Jeans, P. C., in A.M.A. Handbook of Nutrition, ed. 2, New 
York, Blakiston, 1951, p. 280. 


PABLUM MIXED CEREAL 


PABLUM OATMEAL 


PABLUM CEREALS PABLUM RICE CEREAL 


tame PABLUM BARLEY CEREAL 
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